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ABSTRACT OF DISSERTATION 
LEADERSHIP DEVELOPMENT IN PHYSICAL THERAPY: MOVING TOWARD A 
COMMUNITY OF TRANSFORMATIVE PRACTITIONERS 
Physical therapy as an emerging profession is committed to establishing its 
identity and solidifying its role as a leader in health care. With expertise in human 
movement, wellness, and disease prevention, physical therapists possess invaluable 
knowledge and skill to influence public health and enhance patient recovery without 
increasing cost. Physical therapists have the opportunity to transform the delivery of 
public health services to meet current and future needs. A major challenge, however, is a 
dearth of leadership development in preparation programs. Because most physical 
therapists have not received formal education or explicit training in leadership, a problem 
of practice exists. 
This dissertation is a report of a mixed-methods action-research study that 
explores leadership development among aspiring and practicing physical therapists. It 
describes a series of professional development (PD) activities designed to foster 
transformational leadership and a community of practice among a group of clinicians in a 
privately-owned clinic in north Florida. Qualitative and quantitative data collection and 
analysis indicate positive changes were made in understanding transformational 
leadership, engagement in community service, relationship building among coworkers, 
communication, and community of practice after participation in the PD activities. 
Analysis of results also identified the need for continued relationship development, 
conflict resolution, and building strong teams.  
Because a paucity of literature related to leadership development in physical 
therapy exists, findings from this study may prove useful to the field. The results describe 
a feasible method of leadership development and sustainability of a community of 
practice to inspire transformative practitioners who lead in the clinic and the community.  
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CHAPTER 1 
CONTEXT AND SUPPORTING LITERATURE 
 
Physical therapy is an evolving profession striving to establish its identity and to 
solidify its role in the dynamic world of health care. With an expertise in human 
movement, wellness, and disease prevention, physical therapists possess the knowledge 
and skill to influence public health. To become more instrumental in providing 
innovative solutions related to public health issues, physical therapists however need to 
develop an acumen in leadership. Currently, many physical therapy clinicians, faculty, 
and administrators have not received formal education or training in leadership or 
leadership skills (Dean & Duncan, 2016; McGowan & Stokes, 2015a). Further, 
leadership training is not an explicit part of most entry-level preparation programs 
(McGowan & Stokes, 2015a; Tschoepe & Davis, 2015). As an emerging profession 
attempting to play a more influential role in health and well-being, physical therapy needs 
leaders. Clinicians who are equipped with expertise, knowledge, and leadership skills are 
needed to transform the profession and address public health challenges.  
This dissertation is a report of a mixed-methods action-research study examining 
the role of professional development in fostering leadership practice and creating a 
community of practice (CoP) among physical therapists. This chapter begins with a 
presentation of background and contextual information regarding the problem of practice 
and the role of the researcher. A review of supporting literature explaining the issue, 
potential solutions, and conceptual frameworks follows.  
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Health Care Reform 
Health care reform initiated by the Patient Protection and Affordable Care Act 
(ACA), 42 U.S.C. § 18001 resulted in large-scale changes to the delivery and 
reimbursement of medical services in 2010. The ACA aimed to improve accessibility and 
quality of health care while containing rising costs for individuals and the government 
(Still & Latawiec, 2015). Four major areas of change include (a) expansion of insurance 
coverage, (b) development of collaborative models of care, (c) initiation of quality-based 
reimbursement, and (d) extension of auditing to assess program integrity (DeJong, 2010).  
As a result, more Americans are eligible to receive health insurance than ever 
before, particularly because insurance companies can no longer deny coverage to 
individuals with pre-existing medical conditions. In addition, the ACA placed restrictions 
on age-related increases in premium costs (Still & Latawiec, 2015). Along with the 
extension of coverage, collaborative care models, such as bundled payment programs and 
accountable care organizations, were introduced. The new collaborative care models 
restructure the delivery of health services with the aim of improving quality, care, and 
curbing medical costs (DeJong, 2010; Sherwin, 2012). With bundled payments, health 
care providers receive a predetermined amount for all services rendered in acute and 
post-acute settings (DeJong, 2010). Accountable care organizations are networks of 
health care professionals contracted to provide services. They receive financial incentives 
by reducing spending and delivering comprehensive, efficient, high quality patient care 
(Sherwin, 2012). Since the inception of collaborative care models, the medical 
community has been faced with the logistical challenges of serving more individuals 
using nontraditional methods of care.  
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Provisions of the ACA initiated a shift away from the traditional fee-for-service 
reimbursement where payment is provided for individual procedures or interventions. 
Under the ACA, a portion of reimbursement is tied to the quality of care. Quality or 
value-based payment models are intended to discourage unnecessary spending and 
superfluous procedures (DeJong, 2010). Quality is measured by patient experience, 
coordination of care, safety, preventative health measures, and care for at-risk 
populations (Sherwin, 2012). To monitor the quality of services, the ACA allocated 
additional funding for audits and assessments of health care providers. With these 
provisions in place, the Center for Medicare and Medicaid Services can oversee the 
delivery of services, eliminate wasteful spending, and promote efficiency.  
Need for Leadership Development in Health Care 
Since the enactment of the ACA, the public health arena has changed 
significantly. Health care professionals are under increased scrutiny and pressure to 
address the complex health needs in an efficient, cost-effective way. These changes 
provide an opportunity to design a dynamic system able to address current and future 
challenges, but a true transformation of health care systems and delivery requires 
leadership (Desveaux, 2016; McGowan & Stokes, 2015a; Sullivan et al., 2011). Leaders 
from a variety of disciplines are needed to solve the myriad issues affecting local, state, 
national, and international communities (Bury & Stokes, 2013). A major challenge, 
however, is that many disciplines have identified a dearth of leadership development in 
their preparation programs including medicine (Frich, Brewster, Cherlin, & Bradley, 
2014), nursing (Curtis, Sherrin, & deVries, 2011), dentistry (Brocklehurst, Ferguson, 
Taylor, & Tickle, 2013), occupational therapy (Copolillo, Shepherd, Anzalone, & Lane, 
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2010), and physical therapy (Dean & Duncan, 2016). In other words, a significant 
“leadership gap” within health care exists (Blumenthal, Bernard, Bohnen, & Bohmer, 
2012, p. 515). Deficits in communication, team building, performance assessment, 
planning, problem solving, and leading have been identified in primary health care teams 
(Santric Milicevic, Bjegovic-Mikanovic, Teriz-Supic, & Vasic, 2011). The lack of 
leadership preparation is an obstacle to addressing health care challenges. Developing 
leadership skills for all health care workers, not just administrators, is essential to achieve 
the cost and quality standards of the ACA.  
Research has shown a positive relationship between leadership development and 
clinical and organizational outcomes (Blumenthal et al., 2012). Nurse leadership training 
is associated with improved patient satisfaction, quality of care, accuracy with medical 
records as well as a decrease in patient falls and hospital-acquired illnesses (Anderson, 
Issel, & McDaniel, 2003; Wong & Cummings, 2007). Additionally, improved patient 
satisfaction and outcomes are associated with interdisciplinary leadership training for 
nurses and physicians (Baggs et al., 1999; Clemmer, Spuhler, Oniki, & Horn, 1999; 
Corrigan, Lickey, Campion, & Rashid, 2000; Kim, Barnato, Angus, Fleisher, & Kahn, 
2010). Teamwork is considered to be an essential part of clinical leadership (Kim et al., 
2010; Neily et al., 2010). Because the performance of health care professionals impacts 
patient and organizational outcomes, leadership training is critical. Leaders in health care 
are needed to navigate through the transition and work together to create a sustainable 
model for the future (Blumenthal et al., 2012).  
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Teams that work together to maximize skills, abilities, and resources can produce 
outcomes that are superior to that of individual members working in isolation (Hackman, 
2002). Transformational leaders (Burns, 1978; Rost, 1991) are essential to help bridge the 
silos of traditional health care and guide professionals to work toward a common purpose 
to achieve real, substantial change. In addition, members of disciplines historically 
considered to be allied health have the opportunity to emerge as leaders to help contain 
cost and improve care (Clement, 2005). No single discipline in health care is equipped to 
meet the multidimensional needs of the public (Suter et al., 2012). Delivering high 
quality, cost-effective, safe, and equitable care requires working within and through 
teams (Schmitt, Blue, Aschenbrener, & Viggiano, 2011). The challenge is to create 
effective teams that harness individual strengths and capabilities to produce better patient 
and organizational outcomes (Blumenthal et al., 2012).  
An essential step to improve teamwork and move toward an interprofessional 
collaborative care model is to begin providing specific leadership training at the 
undergraduate, graduate, and post-graduate levels (Dean & Duncan, 2016). The changing 
nature of health care necessitates that all practitioners have and use leadership skills, even 
if they are not in formal leadership roles. The ability to communicate, develop 
relationships, and be productive members of an interdisciplinary team effectively is 
essential (Schmitt et al., 2011). Deliberate education, training, and deep understanding of 
the roles and responsibilities of all members of the health care team is required 
(McGowan & Stokes, 2015a). Implementing interprofessional education into curricula 
can enhance leadership development and prepare students to be productive members in 
the workplace (Hall & Zierler, 2015). While a need has been identified in various 
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disciplines, the most effective implementation and assessment of such training has not.  
This is particularly true in the field of physical therapy (Dean & Duncan, 2016; 
McGowan & Stokes, 2015a; Sullivan, et al., 2011).  
Physical Therapy 
Physical therapists have extensive training in anatomy, movement, rehabilitation, 
disease mitigation, and health promotion. As a profession, it is uniquely positioned to use 
clinical practice and scientific advancements to develop innovative solutions for 
preventable public health issues as well as enhancing patient recovery without increasing 
cost (Dean & Duncan, 2016; Kigin, Rodgers, & Wolf, 2010; Sullivan et al., 2011). The 
vision statement for the physical therapy profession is “transforming society by 
optimizing movement to improve the human experience” (American Physical Therapy 
Association [APTA] House of Delegates, 2013, para. 2). As part of an interprofessional 
approach to patient care, physical therapists can be instrumental in improving physical 
health, wellness, and mobility while lessening the effects of disease (Dean & Davis, 
2016; Sullivan et al., 2011).  
The profession of physical therapy as it is known today has undergone significant 
transformation since its inception during the World War I era. Originally known as 
reconstruction aids, physical therapists helped rehabilitate wounded soldiers. Since then, 
physical therapy has evolved from an allied health to a doctoring profession (Hasson, 
2003). Currently, all graduates from physical therapy programs earn a clinical doctorate 
degree. Post-professional education including residency and fellowship programs are 
commonplace and in high demand (Furze, Tichenor, Fisher, Jensen, & Rapport, 2016). 
Along with higher standards and educational requirements, the profession has gained 
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more autonomy in patient care. Physical therapists can legally serve as primary care 
practitioners without a physician referral. In all 50 states, the District of Columbia and the 
US Virgin Islands, consumers have some form of direct access to a physical therapist 
(Ries, 2016). Initial research in this area has shown direct access to be beneficial for 
patients and cost effective (Bury & Stokes, 2013; Ojha, Snyder, & Davenport, 2014).  
Need for Leadership Development in Physical Therapy 
The rapidly changing environment and complexity of issues surrounding health 
care require individuals with acumen in leadership to develop and promote innovative 
solutions. Leadership within the field is needed for physical therapists to emerge as key 
players in public health care. Researchers have recommended that leadership 
development in entry-level and post-graduate programs is essential to prepare therapists 
to become productive members of the health care team. (Dean & Duncan, 2016; 
LoVasco, Maher, Thompson, & Stiller, 2016; Jensen, Nordstrom, Mostrom, Hack, & 
Gwyer, 2017a, 2017b). Currently, however, formal leadership training is not a common 
nor explicit part of physical therapy education (McGowan & Stokes, 2015a; Tschoepe & 
Davis, 2015).  
Entry-level physical therapy programs that are accredited by the Commission on 
Accreditation in Physical Therapy Education (CAPTE) are required to teach professional 
behaviors that align with the APTA’s “Code of Ethics for the Physical Therapist” and 
“Professionalism in Physical Therapy: Core Values” (APTA, 2017a, 2017b). The code of 
ethics describes moral obligations related to the management of patients and clients, 
consultation, education, research, and administration. The core values include 
accountability, altruism, compassion, excellence, integrity, professional duty, social 
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responsibility. Together, these documents are used to inform education and development 
of affective skills in physical therapy students. In addition, CAPTE requires students to 
“participate in professional and community organizations that provide opportunities for 
volunteerism, advocacy and leadership. Additionally physical therapists should advocate 
for the profession and the healthcare needs of society through legislative and political 
processes” (CAPTE, 2017a, p. 27). While aspects of leadership are addressed by the 
APTA and CAPTE, the idea of transformational leadership (Burns, 1978) is not explicitly 
stated. 
Clinical and academic leadership is also lacking within the field (Dean & Duncan, 
2016; McGowan & Stokes, 2015a). All physical therapists need the skills to implement 
change within the profession and reinvent their role in the larger health care arena. The 
APTA has developed two post-graduate programs. The APTA’s Health Policy and 
Administration section offers a certificate program called Leadership, Administration, 
Management and Professionalism (LAMP) (Lopopolo, Schafer, & Nosse, 2004). The 
second program is a fellowship designed for aspiring physical therapy program directors 
and administrators called the Educational Leadership Institute (ELI) (APTA, 2017c). 
Nonetheless, more opportunities for professionals to develop leadership skills are needed 
(McGowan & Stokes, 2015b).  
Context 
Changes in health care and need to address the nation’s health without increasing 
cost shapes the role of physical therapy (Sullivan et al., 2011). Unique opportunities exist 
for physical therapists to participate and become leaders in redesigning the health care 
system. With extensive knowledge of rehabilitation, prevention, and disease mitigation 
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physical therapists are well positioned to promote the physical health and mobility of the 
population. To achieve this vision fully, however, explicit and deliberate leadership 
development within the profession is needed (Dean & Duncan, 2016; Jensen et al., 
2017a, 2017b; LoVasco et al., 2016). Physical therapists need skills to communicate, 
work in collaboration, cultivate relationships, and manage conflict effectively to become 
leaders in health care (Schmitt et al., 2011). Curricula that teaches leadership 
competencies should be implemented into entry-level and post-graduate programs to 
address the limited training (Blumenthal et al., 2012; Brocklehurst et al., 2013; Copolillo, 
et al., 2010; Curtis et al., 2011; Dean & Duncan, 2016; Frich et al., 2014). Thus, this 
action-research project aimed to address the dearth of leadership development in physical 
therapy by implementing intentional training. The purpose of the study was to (a) 
understand how professional development (PD) activities influence leadership and (b) to 
create a CoP for physical therapists at ABC Rehabilitation.  
The context of this action-research project was a small privately-owned outpatient 
clinic that provides physical and occupational therapy services to a community in 
northern Florida. ABC Rehabilitation is a limited liability organization with ten full-time 
physical and occupational therapists. The therapy team is comprised primarily of novice 
clinicians who have three years of experience or less.  
ABC Rehabilitation desires to provide high-quality patient care and to become a 
health care leader in the community. Thus, a team of skilled, knowledgeable, and self-
driven leaders are needed. Because leadership skills are not emphasized in most 
preparation or post-graduate training, a problem of practice exists. The owners of ABC 
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Rehabilitation desired to foster the development of leadership in their clinicians and 
create a culture of learning within the clinic.  
My role in this study was that of a mentor and consultant working in collaboration 
with the owners and clinicians at ABC Rehabilitation. My extensive experience as a 
physical therapist and physical therapy educator provided expert authority to conduct this 
action research. I have worked as a physical therapist since 2003 in a variety of clinical 
settings managing patient care and serving as clinical faculty for student interns. I earned 
a board certification in neurology in 2006 and began teaching full-time in the Doctor of 
Physical Therapy Program at Physical Therapy University, pseudonym for a privately-
owned university in northeastern Florida, in 2009. I served as a mentor for clinicians at 
ABC Rehabilitation and provide consultation with patients as needed.  
As a physical therapist and assistant professor, I have a deep understanding of the 
profession and educational curricula. Time spent at ABC Rehabilitation has given me 
personal insight into problems of practice within the organization. Thus, my experience 
as a clinician, faculty member, and mentor provided invaluable insight and acumen while 
I served as a facilitator and mentor to aspiring or early-career physical therapists. My role 
in this project was to work with ABC Rehabilitation to create, organize, and implement 
intentional leadership training. In collaboration with personnel at ABC Rehabilitation, I 
created a series of modules and activity-based experiences to foster the development of 
leadership skills (e.g. communication, conflict management, collaboration, and 
relationship development) and encourage the development of a CoP among all 
participants. Experts were consulted, as needed, to assure the leadership training 
experiences and activities are appropriate.   
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Literature Review 
The call for leadership within the profession of physical therapy is a relatively 
recent phenomenon galvanized by health care reform and the elucidation of a “leadership 
gap” (Blumenthal et al., 2012, p. 515) among health providers (Dean & Duncan, 2016; 
Jensen et al., 2017a, 2017b; LoVasco et al., 2016). The notion of professionalism, 
however, has been discussed in the physical therapy literature for over 20 years (May, 
Morgan, Lemke, Karst, & Stone, 1995). Because professionalism can be defined in many 
ways and includes a variety of constructs related to leadership, it is relevant to explore 
this research. This literature review begins with an examination of the professional 
standards in physical therapy including the methods of teaching and assessment as they 
relate to entry-level education. Leadership training within physical therapy including 
barriers to leadership development follows. Finally, a review of the conceptual 
frameworks underpinning leadership and organizational change that may be applied to 
the emerging field of physical therapy is presented.  
Professional Standards in Physical Therapy 
The importance of teaching and developing appropriate professional behaviors in 
entry-level physical therapy education is well established (Davis, 2009; Foord-May & 
May, 2007; Hayward & Blackmer, 2010; Masin, 2002; May et al., 1995; Triezenberg & 
Davis, 2008). While aspiring physical therapists in training need to acquire knowledge 
and technical skill, they also must learn appropriate affective behaviors to transition 
successfully from the classroom to the clinic. Academic and clinical faculty members 
play a role in socializing these students as they learn to adopt behaviors that align with 
professional standards (Davis, 2009). Proactive and intentional teaching cultivates the 
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development and integration of desired behaviors to indoctrinate aspiring entrants into 
the physical therapy profession (Davis, 2009; Foord-May & May, 2007; May et al., 1995; 
Triezenberg & Davis, 2008). Additionally, informal interactions with faculty have been 
shown to affect the development of professional core values in physical therapy students 
(Dutton & Sellheim, 2014).  
Over the past century, the educational requirements for physical therapists have 
advanced from a certificate program to a post-baccalaureate Doctor of Physical Therapy 
degree (Echternach, 2003; Hasson, 2003). As the field emerged, an increased awareness 
and emphasis was placed on professionalism and professional behaviors. As a result, 
researchers have sought to provide a common framework. Multiple lists of behavioral 
standards related to professionalism are reflected in the literature including (a) generic 
abilities, (b) key professional behaviors, and (c) core values. A discussion of each 
follows.  
Generic abilities. The first scholars to offer a framework of behavioral 
assessment were May and colleagues (1995) who rank-ordered a list of 10 universal or 
“generic abilities” (p. 3) essential to physical therapy practice. These behaviors include 
commitment to learning, interpersonal skills, communication, effective use of time and 
resources, use of constructive feedback, problem solving, professionalism, responsibility, 
critical thinking, and stress management. These abilities were generated through an 
analysis of survey data from 76 clinical faculty. Evaluation criteria including examples 
and definitions of each generic ability were developed. Many physical therapy programs 
have integrated the framework by teaching, assessing, and remediating the generic 
abilities (Davis, 2009; Jette & Portney, 2003; Masin, 2002). In 2003, Jette and Portney 
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validated the model and consolidated the original 10 generic abilities into 7 to eliminate 
redundancy. 
Key professional behaviors. MacDonald, Houghton, Cox, and Bartlett (2001) 
developed a different set of professional standards for physical therapists based on data 
collected from students, academic faculty, and clinical faculty at the University of 
Western Ontario. These standards termed “key professional behaviors” (p. 28) include 
communication, adherence to legal and ethical codes of practice, respect, empathy or 
sensitive practice, lifelong learning, evidence-based practice, client-centered practice, 
critical thinking, accountability, and professional image. Along with the list of standards, 
specific examples and descriptors have been generated.   
Core values. In an attempt to define, standardize, and provide a common 
framework of professionalism the APTA House of Delegates published and adopted 
“Professionalism in Physical Therapy: Core Values” (APTA, 2017b). The document 
identifies, defines, and provides sample indicators for seven core values expected of 
physical therapists:  accountability, altruism, compassion and caring, excellence, 
integrity, professional duty, and social responsibility. Because these standards are 
recognized and promoted by the professional association as well as the national 
accreditation body, the following section will describe each core value in detail. 
Accountability. Accountability is defined as the “active acceptance of the 
responsibility for the diverse roles, obligations, and actions of the physical therapist 
including self-regulation and other behaviors that positively influence patient/client 
outcomes, the profession, and the health needs of society” (APTA, 2017b, p.1). Examples 
of behaviors that depict accountability for physical therapists include accepting 
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responsibility for patient care within the scope of practice and communicating 
appropriately with all stakeholders. In addition, physical therapists must to adhere to 
professional standards, rules, and regulations. They are expected to seek opportunities for 
improvement, maintain membership to professional associations, and be committed to the 
education of students entering the field.  
Altruism. According to the APTA, altruism “is the primary regard for or devotion 
to the interest of patients or clients, thus assuming the fiduciary responsibility of placing 
the needs of the patient or client ahead of the physical therapist’s self-interest” (APTA, 
2017b, p.1). Physical therapists have a social responsibility to address the needs of 
vulnerable populations including the underrepresented and underserved. Examples of 
behavior include providing pro bono services to the community and prioritizing patient 
needs before those of the therapist. The professional standard of altruism is unique to the 
physical therapy core values and not specifically reflected in the generic abilities (May et 
al., 1995) or key professional behaviors (MacDonald et al., 2001).    
Compassion. Compassion is “the desire to identify with or sense something of 
another’s experience,” and caring is “the concern, empathy, and consideration for the 
needs and values of others” (APTA, 2017b, p. 2). Compassion and caring involve 
understanding patient perspectives including the personal and environmental influences 
that affect recovery. Physical therapists should be advocates for patients and empower 
them to achieve their highest potential by implementing a plan of care that addresses 
unique needs and circumstances. This standard also involves the acceptance of individual 
differences through respectful interaction and communication.  
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Excellence. The fourth core value is defined as “physical therapy practice that 
consistently uses current knowledge and theory while understanding personal limits, 
integrates judgement and the patient or client perspective, embraces advancement, 
challenges mediocrity, and works toward development of new knowledge” (APTA, 
2017b, p. 2). This standard of behavior indicates a commitment to lifelong learning 
including seeking and disseminating knowledge. Physical therapists should routinely use 
the latest evidence to support decision making and patient management. Additionally, 
collaboration with others is expected to ensure best practice and quality of care.  
Integrity. The core value of integrity indicates a “steadfast adherence to high 
ethical principles or professional standards; truthfulness, fairness, doing what you say 
you will do, and speaking forth about why you do what you do” (APTA, 2017b, p. 3). In 
practice, it involves internalizing and outwardly abiding by rules, standards, and the 
ideals of the profession. Integrity includes abiding by high ethical standards and 
exemplifying honest, trustworthy, and responsible behavior.      
Professional duty. The professional duty of physical therapists is defined as “the 
commitment to meeting one’s obligations to provide effective physical therapy services 
to patients/clients, to serve the profession, and to positively influence the health of 
society” (APTA, 2017b, p. 3). Physical therapists must provide safe and optimal care 
within the scope of practice while adhering to laws and patient confidentiality. Physical 
therapists should take pride in their work and promote the profession in a positive 
manner. 
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Social responsibility. The final core value for physical therapists involves the 
“promotion of a mutual trust between the profession and the larger public that 
necessitates responding to societal needs for health and wellness” (APTA, 2017b, p. 4). It 
is their duty to promote public health and wellness, which includes advocacy of the 
profession and social policies that benefit the public. Physical therapists should be active 
in the community, participate in volunteer opportunities. and promote cultural 
competence.  
In addition to the core values, the APTA adopted the “Code of Ethics for the 
Physical Therapist” (2017a) as well as the “Guide for Professional Conduct” (2017d). 
Both documents provide guidance for adopting the professional behavior framework. The 
“Code of Ethics for the Physical Therapist” helps guide ethical behavior and decision 
making. The “Guide for Professional Conduct” articulates how to interpret the code of 
ethics and describes how it is related to the core values. These documents establish a 
common language related to specific behavioral expectations and ethical standards to 
which physicals therapists must adhere.  
Teaching Professional Standards in Physical Therapy 
All physical therapy programs accredited by the Commission on Accreditation in 
Physical Therapy (CAPTE) are required to teach professional behaviors that are aligned 
with the APTA core values and code of ethics (CAPTE, 2017a). The method of 
instruction, however, is determined by individual programs and varies among institutions. 
Although a variety of methods to foster professionalism in students are described in the 
physical therapy literature, a consensus of best practice has not been established. In 
addition, the behavioral descriptors or standards used to teach professionalism are not 
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consistent across various studies. This section presents research related to teaching 
professionalism generally, and leadership specifically, in entry level physical therapy 
programs.  
Data collected from surveys provide insights about the most regularly used 
methodologies to teach professional behaviors. A survey of 166 physical therapy 
educators reveal the most common teaching strategies for professional behaviors include 
small-group discussion, readings, formal meetings with advisor, lectures, case studies, 
role modeling, service learning, tutorials, and video analysis (Davis, 2009). A smaller 
study of 11 participants including faculty members, clinicians, and physical therapy 
students ranked the following as the best ways to foster professionalism: leading by 
example, explicit teaching, mentoring, reflective imaging, and wider context education 
(MacDonald, Cox, Bartlett, & Houghton, 2002). A discussion of methodologies for 
teaching professionalism in physical therapy education follows and includes self-
reflection and problem solving, service learning, directed practice experience, and 
clinical education.  
Self-reflection and problem solving. Self-reflection and problem solving have 
been used as interventions to foster professionalism in several studies. Masin (2002) 
described a student-centered, problem-solving approach to teaching the generic abilities 
that is used at one university. This framework involves periodic self-assessment and self-
reflection at various points in time throughout the curriculum. Behavioral intervention in 
the form of guided problem solving is used to help students identify and correct 
challenging behaviors. Students learn how to recognize and remediate professional 
weaknesses.   
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Reflection is part of Hayward and Blackmer’s (2010) 360 Degree Assessment 
model for teaching and assessing core values. This pedagogical framework has been 
implemented into physical therapy education through the use of patient cases, online 
communities of practice, reflection, and self-assessment. Student results include a 
significant positive change in awareness of core values and professional skills as well as 
an increase in confidence for entering clinical practice. An improvement in student 
confidence is echoed by Foord-May and May (2007) who found positive results using a 
conceptual model based on Prochaska and DiClemente’s Transtheoretical Model of 
Change, Bandura’s Social Cognitive Theory, and the Facilitation Process. Promising 
behavioral changes and improved student integration into the clinical setting were shown.  
Service learning. Service learning is a formal organized learning experience that 
involves engaging in community service to meet specific learning objectives (Seifer, 
1998) that is used in a variety of health care preparation programs and linked positively 
to student learning and development of professional behaviors (Crandell, Wiegand, & 
Brosky, 2012). Effective collaboration between educational institutes and community 
agencies can benefit all stakeholders (George et al., 2017; Portney & Applebaum, 2006). 
Service learning is considered a valued experience by students in health care preparation 
programs (Black, Palombaro, & Dole, 2013; Lindquist, Engardt, & Richardson, 2004) 
because it is feasible and aligns closely with programmatic outcomes related to physical 
therapy education (Palombaro, Dole, Black-Lattanzi, 2011; Rapport, Rodriguez, & Bade, 
2010).  
Within the physical therapy literature, service learning is interpreted and 
characterized in various ways. Some authors describe student participation in volunteer 
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opportunities in the community. For example, Rapport et al. (2010) found that such 
experiences provide deeper learning about patient-centered care for physical therapy 
students. In addition, students reported improved communication skills and personal 
growth as a result of participating in community volunteer programs.  
In much of the physical therapy literature, however, service learning involves 
providing pro bono therapy services to the community. While the organization of clinics 
and methods of implementation vary, each model includes free community service and 
student participation. Students assume both clinical and administrative duties related to 
the therapy service provided under the supervision of a licensed physical therapist. 
Wilson and Collins (2006) found that students not only met learning objectives after 
participating in a pro bono clinic for one semester but also developed skills in leadership, 
communication, delegation, confrontation, feedback and resolving conflict. These 
findings are echoed by Black et al. (2013) who reported students involved in the creation 
and management of a pro bono clinic demonstrate enhanced leadership, communication, 
team collaboration, commitment to the clinic and community, and competence. The 
experience of serving authentic patients also provides a sense of pride and 
accomplishment in the students who participate.  
Multidisciplinary pro bono clinics provide the opportunity for physical therapy 
students to work with students and professionals from other disciplines. After 
participating in such educational experiences, physical therapy students report improved 
self-awareness, self-confidence, and communication with other health care professionals 
(Johnson, Maritz, & Lefever, 2006) and increased technical performance of skills and 
decision making. Similar findings related to the professional development of physical 
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therapy students were reported by George and colleagues (2017) who found that aspiring 
physical therapists who participated in a student-led community-based pro bono clinic 
expressed growth in the APTA core values of excellence, professional duty, social 
responsibility, and altruism. Leadership skills including conflict resolution, flexibility, 
and communication are perceived as the greatest areas of growth related to the 
management of the clinic.  
Porretta, Black, Palombaro, and Erdman (2017) examined the influence that 
service in a pro bono clinic had on the clinical experience of 16 physical therapy students. 
Analysis of data from a focus group and journals revealed improved client interaction, 
clinical instructor interaction, professional communication, clinical reasoning, cultural 
competence, confidence, and competency in physical therapy roles. Students also 
reported improved leadership ability and professionalism after participating in the pro 
bono clinic.   
Directed practice experience. Directed practice experience is an innovative 
approach to providing advanced education for entry-level students (Peck, Paschal, Black, 
& Nelson, 2014). In a directed practice experience, students are immersed into a specialty 
practice of their choice for a semester. Areas of specialization include advanced practice 
settings, teaching, research, administration, or policy and advocacy. Students identify 
goals for the directed practice experience related to personal and professional growth, 
leadership, and service. Interview data from five participants highlight two major themes 
regarding student outcomes: (a) increased self-awareness of personal and professional 
abilities and (b) transformative learning in the context of practice developed new 
perspectives and higher-level thinking. Although these results emerged from a small 
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sample size, this may be a viable intervention to improve advanced competencies, 
leadership standards, and potential career growth.  
Clinical education. Clinical education is a required component of all entry-level 
physical therapy programs. The CAPTE mandates a minimum of 30 weeks of full-time 
clinical education for each student (CAPTE, 2017b). To accomplish this, physical therapy 
programs contract with clinical sites and faculty in a variety of settings where students 
are paired with a clinical instructor throughout the experience. Clinical experience is an 
opportunity for students to learn and practice professional behaviors and to become 
socialized into the profession through mentoring (Davis, 2009). Improvement in student 
self-perception on all of the APTA core values after participating in 33 weeks of clinical 
experience was reported by Anderson and Irwin (2013), thus evidencing that clinical 
education must be an integral component in the preparation of physical therapists. 
Because institutions rely on a large number of clinics and practitioners, student clinical 
experiences are highly variable. However, in a study examining the qualifications of 203 
clinical instructors, Giles, Wetherbee, and Johnson (2003) reported that only 23% 
received formal training as an instructor. Considering the influence that clinical 
experiences have on the development of professional behaviors in students, the lack of 
clinical instructor training and variability is problematic.  
While professional behaviors in students have been addressed in the physical 
therapy literature for a number of years, a consensus on best practice in developing those 
behaviors does not exist. More research is warranted. Related to professionalism is the 
notion of leadership, which has emerged in the physical therapy literature in recent years. 
The need for leadership training in physical therapy is discussed in the following section.  
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Development of Leadership in Physical Therapy 
In response to changes in health care and new challenges faced by health care 
providers in the United States, the APTA House of Delegates adopted a vision statement 
for physical therapists to transform “society by optimizing movement to improve the 
human experience” (APTA House of Delegates, 2017e, para. 2). Armed with the 
educational background to optimize movement, physical therapists have the potential to 
become leaders in the transformation of public health policy. A specific call to leadership 
and development of transformative practitioners has become more prevalent in the 
physical therapy literature (Dean & Duncan, 2106; Desveaux, 2016; Jensen et al., 2017a, 
2017b).  
To address the need for leaders within the field, the APTA created avenues for 
leadership training for physical therapists working in clinical and academic settings. 
Additionally, initiatives to develop more training modules are underway, including 
leadership education specifically for students. The next section includes a review of post-
graduate and entry-level leadership training programs as well as a discussion on existing 
barriers to leadership in physical therapy.  
Post-graduate leadership training. The APTA’s Health Policy and 
Administration section offers a certificate course in leadership called the Leadership, 
Administration, Management and Professionalism (LAMP) program (Lopopolo et al., 
2004). It is a voluntary program that provides personal and professional leadership 
development for physical therapists and physical therapy assistants working in the field. 
In addition to LAMP, the Educational Leadership Institute (ELI) Fellowship was created 
to foster innovation, problem solving, management, administration, and leadership 
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(APTA, 2017c). ELI is a year-long program designed for new or aspiring physical 
therapy program directors and administrators. Interprofessional education strategies and 
creative solutions to address current health care topics are included in this program.  
A new leadership development initiative by the American Council of Academic 
Physical Therapy (ACAPT), a component of the APTA, began in 2016.  The purpose is 
to provide support, develop resources, and education for leadership and innovation. 
Committees were formed in 2017 to participate in a series of summits with a focus on 
leadership for students and faculty (ACAPT, 2018). Once completed, the leadership 
academy will serve as a repository for leadership resources as well as provide a 
curriculum that can lead participants along a pathway to learn more about effective 
leadership. 
Entry-level leadership training. The United States has 236 nationally accredited 
Doctor of Physical Therapy programs (CAPTE, 2017d). Although the profession has 
evolved and added new responsibilities for practitioners, education remains relatively the 
same. Formal leadership training is rare and often informal in physical therapy education 
(McGowan & Stokes, 2015a; Tschoepe & Davis, 2015). In 2017, the first comprehensive, 
national investigation of physical therapy education in over 50 years was published by 
Jensen, et al. (2017a; 2017b) who used qualitative data collected from academic and 
clinical physical therapy programs to develop a new model for excellence and innovation 
in education. The conceptual framework is grounded in three domains (a) culture of 
excellence, (b) praxis of learning, and (c) organizational structures and resources. An 
essential component of the culture of excellence is “leadership and vision” (Jensen et al., 
2017a, p. 863). Thirty recommendations framed around the three domains have emerged 
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from the data. Recommendations specific to leadership in physical therapy include the 
following: 
Provide leadership for academic and clinical faculties to prepare practitioners who 
can thrive in a dynamic, rapidly changing health care system that focuses on 
health outcomes for individuals and populations through leveraging technology, 
addressing the social determinants of health, reducing costs, and improving access 
to care. Develop stronger leaders in academic and clinical settings: leaders who 
share a compelling vision in which practice, education, and research mutually 
reinforce and advance each of these components of professional preparation. 
Institute leadership development that reinforces the value of shared leadership, 
effective teams, innovation, and cultures of excellence. This development must 
begin in professional education and continue across a professional’s career. 
(Jensen et al., 2017b, p. 878) 
 
In addition, the need for leadership training beginning in preparation programs is 
reinforced through CAPTE accreditation requirements. Two standards specifically 
address leadership: “Participate in professional and community organizations that provide 
opportunities for volunteerism, advocacy and leadership. Advocate for the profession and 
the healthcare needs of society through legislative and political processes” (CAPTE, 
2017a, p. 27). While scholars, the professional association, and the accreditation agency 
are supporting the development of transformative leadership within the field of physical 
therapy, challenges exist that may impede change within the profession. These are 
discussed in the next section.  
Barriers to leadership development in physical therapy. Although barriers to 
leadership development in physical therapy have not been specifically studied, an 
examination of faculty members and administrators reveal potential challenges. For 
example, faculty within physical therapy departments in colleges and universities vary in 
terms of their academic degree and specialty area. An analysis of job postings reveals a 
broad range of qualifications including various levels of experience, scholarship, and 
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academic credentialing (Brueilly, Williamson, & Morris, 2007). Often a large portion of 
physical therapy faculty are highly skilled in their area of practice but have not received 
formal training in education theory or methodology prior to entering academia (Behar-
Horenstein, Zafar, & Roberts, 2012; Sellheim, 2003). While a varied background may be 
needed to support the curricular needs, the inconsistencies in pre-requisite qualifications 
and knowledge may create a challenge when implementing programmatic change.  
Along with the heterogeneous composition of faculty, in many cases formal 
mentorship for novice faculty is not available. Pinto Zipp, Maher, and Flazarano (2015) 
found that only a small number of faculty members (22.7%) in tenure-track positions 
within physical therapy departments reported having a mentor. Of those respondents, 
19.7% reported that the relationship was informal and self-initiated. The limited amount 
of guidance and lack of specific training in andragogy may be obstacles in creating 
meaningful educational experiences for students. 
Additionally, a shortage of qualified faculty to fulfill leadership roles exists in 
physical therapy and physical therapy assistant education (Hinman, Peel, & Price, 2014). 
Because leaders are important for facilitating change within organizations, curricular and 
programmatic reform without competent leaders may be difficult. Even among physical 
therapy program administrators, research suggests that the majority lack formal training 
in leadership (Luedtke-Hoffman et al., 2010). While candidates may have the pre-
requisite credentials to become administrators, they may not possess the knowledge or 
skills to lead a department effectively. The absence of formal leadership training at the 
administrative level can negatively influence departmental growth and be a barrier to 
developing leadership skills in faculty and students.   
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Compounded by the dearth of qualified candidates for leadership roles in physical 
therapy departments is a high attrition rate among program directors (Hinman et al., 
2014). Leadership is important for producing real, substantive change (Rost, 1991). Thus, 
the instability and inconsistency of leadership within a physical therapy department is a 
conceivable obstacle to implementing reform and programmatic changes.  
Methods of Leadership Development 
Because literature related to teaching leadership in physical therapy is 
underdeveloped, a review of other disciplines is warranted. The following section 
describes current ways that leadership skills are taught in various fields and reviews 
higher education programs, opportunities for professional development, mentorship, and 
interdisciplinary collaboration.   
Higher education. Evidence suggests that formal educational programs are 
effective in improving leadership skills (Solansky, 2010). Over 2,000 leadership 
programs exist in the United States and abroad (International Leadership Association, 
2017). Higher education has seen a surge in traditional and non-traditional educational 
leadership programs over the past 20 years (Cummings et al., 2008; Greenwald, 2010; 
Stork, Grant, & Darmo, 2015). Older students already in the work force are taking 
advantage of the new opportunities created by online learning to expand their 21st century 
skills (Crawford, Brungardt, Scott, & Gould, 2002). While programs vary in content, they 
commonly involve a mixture of theory and application to teach leadership skills (Stork et 
al., 2015). Because leadership development “goes beyond the intellectual mastery of 
theories and models and connects knowledge to experience” (Perruci, 2014, p. 44), it is 
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important that students understand the foundational theory as well as practical 
application.  
In higher education, leadership standards guide curricular decisions. The Center 
for the Advanced Study of Technology Leadership (CASTLE) at the University of 
Kentucky, for example, is dedicated to teaching leadership skills to school teachers and 
administrators. Courses within the program are designed to link directly to the 
International Society for Technology in Education (ISTE) standards (University of 
Kentucky, 2017b). The Principal Preparation Program and the Teacher Leadership 
Program offered at the University of Kentucky also use national leadership standards to 
inform programmatic and curricular content and frame student-learning assessment 
(University of Kentucky, 2017c, 2017d). Curricular mapping ensures the programs are 
aligned with the standards; as standards are updated, coursework is added or modified to 
reflect the changes.  
Professional development. Leadership taught through professional development 
in the form of workshops or seminars have positive results (Mahoney, 2001).  For 
example, Marath and Ramachandra (2015) found that undergraduate nursing students 
demonstrated and reported significant improvement in leadership competencies after 
participating in an educational module one time per week for four weeks. A systematic 
review of literature examining factors contributing to the development of leadership in 
nursing reveal that providing opportunities to learn about leadership strengthens the 
development of skills (Cummings et al., 2008). Methodology may include formal 
lectures, group activities, practice, and mentorship. Likewise, a systematic review of 
leadership programs for physicians reveal positive outcomes in leadership with the use of 
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lectures, seminars, group work, and action learning projects (Frich et al., 2014). 
Leadership skills, therefore, may be advanced through intentional and specific 
professional development programs.  
Mentorship. Research suggests that modeling and practicing leadership skills is 
beneficial (Cummings et al., 2008).  A study of nurse managers who participated in a 
one-year leadership laboratory based on peer coaching and discussion of personal 
experiences reports significant changes in time management, team work, and conflict 
management (Mackoff, Glassman, & Budin, 2013). Leadership programs that use 
mentoring as a method of developing leadership skills in physicians also yield positive 
results based on self-report measures (Kuo, Thyne, Chen, West, & Kamei, 2010; Levine 
et al., 2008). Through group discussion, lecture, seminars, and mentoring over a two-day 
training session physicians report improved skills related to conflict resolution and giving 
feedback (Levine et al., 2008). A residency program spanning three years that 
incorporated leadership development through seminars, projects, and mentoring 
demonstrates improved competence in team building, negotiation and conflict 
management (Kuo et al., 2010). Engaging in mentorship, in a variety of ways, may be 
positively linked to the development of leadership skills.  
Interprofessional education. Interprofessional education in health care occurs 
when health care students or professionals are “trained to work collaboratively in teams 
to achieve optimal patient outcomes” (Savage et al., 2014, p. 104). Successful 
interprofessional teams require training in communication, relationship development, and 
effective teamwork (Schmitt et al., 2011). Programs dedicated to providing training for 
interprofessional competencies are growing in the United States (Savage et al., 2011). 
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The University of Kentucky’s Center for Interprofessional Health Education, for 
example, offers a formal curriculum to develop leadership skills for students in various 
health fields (University of Kentucky, 2017a).  Over the course of a semester students 
learn about conflict management, communication, leadership, feedback, and project 
development.  
Research suggests that interprofessional education is a viable way to teach health 
care students about leadership standards. Based on self-report, participation in 
interprofessional education programs has been linked to improved communication, 
conflict management, cultural competency, and self-awareness (Margolis, Rosenberg, & 
Umble, 2015). Additionally, interprofessional leadership training that incorporates 
project-based learning fosters innovation and problem solving for health professionals 
(Savage et al., 2014). Interdisciplinary educational opportunities can be influential in the 
development of leadership skills as the current health care environment necessitates 
effective teamwork and collaboration among diverse health care practitioners. 
Interdisciplinary educational opportunities may thus be important in the developing skills 
needed to cultivate future health care leaders.  
Conceptual Framework 
As health care providers and members of interdisciplinary teams, physical 
therapists must develop acumen in leadership to be effective in addressing public health 
issues. Practitioners with strong leadership skills can drive change within the physical 
therapy as well as within the larger arena of health care. In addition, the profession would 
benefit from a framework for initiating and implementing change. Therefore, the existing 
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leadership and organizational learning concepts of (a) transformational leadership, (b) 
self-leadership, and (c) CoP provided the conceptual framework for this study.   
Transformational leadership is the foundation for redefining physical therapy 
practice, managing complex issues, and navigating change. Clinicians who work together 
to achieve common goals have the potential to significantly impact the delivery of health 
services. The implementation of transformational leadership practices drives clinicians to 
understand their own self-leadership behaviors as well as to create a CoP to encourage 
learning, refine practice, and foster engagement with others. The conceptual framework 
for this study is presented in Figure 1.1. 
 
Figure 1. 1 Conceptual framework. This figure illustrates the conceptual framework for 
this action-research dissertation.  
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Transformational Leadership 
Transformational leadership according to Burns (1978), is a style of leadership 
where leaders and followers work together to create change by identifying problems and 
conceptualizing solutions. Leadership involves inspiring and motivating individuals to 
work in tandem toward common goals and requires an influential relationship that is non-
coercive and multidirectional (Rost, 1991). Power is not used as a tool of control or 
repression, but rather as a means of encouraging others to produce real change. 
Transformational leaders aim to enhance motivation, performance, and morale among 
followers by being role models, challenging individuals to take ownership, and 
connecting individual’s sense of identity to the organizational identity (Burns, 1978).  
As leaders and followers work toward a common vision to achieve intentional 
change, roles often become blurred; followers become leaders and vice versa (Rost, 
1991). Individual goals become common goals as teams work for the common good. 
Through collaboration and shared decision making, individuals actively contribute to 
organizational success. Leaders work with and through others to achieve real change 
(Burns, 1978).  
Transformational leadership has been widely described and championed in 
nursing literature as an effective way to deal with massive changes and complex issues 
facing health care providers today (Doody & Doody, 2012; Fischer, 2017a; Herman, 
Gish, & Rosenblum, 2015; Lacasse, 2013). Various leadership competencies, including 
those for transformational leadership, exist to provide nurses with skills needed to initiate 
change, improve patient care, and enhance job satisfaction (Fisher, 2017b; Lacasse, 
2013). Positive relationships between transformational leadership and empowerment, 
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intrinsic motivation, knowledge sharing, and innovative work behavior have been 
identified in the nursing literature (Masood & Afsar, 2017). While more research is 
needed, the initial positive effects of transformational leadership training in nursing is 
promising and may help inform the burgeoning field of physical therapy.   
Self-Leadership 
Self-leadership as described by Manz (1986), is a self-influence theory that 
articulates how individuals use strategies to influence themselves to achieve goals and 
manage behavior. Importance is placed on intrinsic motivation and the “natural rewards” 
(Manz, p. 590) individuals receive from completing activities or performing work.  
Self-leadership theory describes three general behavioral and cognitive strategies 
designed to enhance performance and outcomes including (a) behavior-focused 
strategies, (b) natural reward strategies, and (c) constructive thought pattern strategies 
(Manz & Neck, 1999). Behavior-focused strategies aim to improve self-awareness by 
identifying behaviors and understanding why they occur. Emphasis on self-observation 
and self-reflection can help individuals identify desirable behaviors that lead to 
successful outcomes and suppress undesirable behaviors that lead to unsuccessful 
outcomes (Manz & Neck, 1999; Houghton & Neck, 2002). The goal is to facilitate 
positive behaviors and therefore increase individual performance.  
Natural reward strategies focus on the positive elements of a task. Enjoyable 
features of an activity are emphasized while negative aspects are suppressed. The intent is 
to create a shift in an individual’s perspective and focus their attention on intrinsic 
rewards and incentives. Thus, individuals become naturally motivated to complete tasks. 
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Fostering intrinsic motivation can maximize performance and cultivate feelings of 
competence, self-control, and purpose (Manz, 1986; Houghton & Neck, 2002). 
Constructive thought pattern strategies involve the management of one’s beliefs, 
patterns of thinking, mental imagery, and self-talk to improve performance (Manz, 1986; 
Manz & Neck, 1999). Positively influencing thinking patterns by suppressing negative 
talk can shape action and lead to changes in behavior. Productive strategies involve 
identifying dysfunctional or negative beliefs and replacing them with rational ones. The 
creation of positive self-dialogues, mental imagery, and mental practice can positively 
affect performance (Manz & Neck).  
 Understanding and using specific training self-leadership strategies may energize 
and motivate physical therapists to achieve goals. The theoretical underpinnings of self-
leadership theory provide a foundation to undergird and ignite a movement within 
physical therapy to achieve desired change within the profession, the medical 
community, and the public health system.  
Community of Practice 
 A CoP is defined by Wenger (1998) as a group of individuals who share a mutual 
interest in a particular discipline and engage together to create new knowledge. Members 
seek continuous improvement by learning from each other and sharing their knowledge 
with others. According to this social theory of learning, knowledge generation is dynamic 
and comes from social interaction. While CoPs have a variety of manifestations, each 
share a basic structure composed of a specific domain, a vibrant community, and a shared 
practice (Wenger, McDermott, & Synder, 2002). The domain of knowledge includes the 
common interest or set of issues that are important to the group. The community is 
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created and sustained through relationships and social interactions of the people who 
have a vested interest in the domain. The shared practice describes the collective 
knowledge, tools, plans, artifacts, and ideas that community members share to enhance 
collective learning and problem solving. CoPs add value to organizations by generating, 
storing, and sharing information to inform practice, accelerate learning, and enhance 
problem solving (Wenger et al., 2002). 
Because the ability to successfully create and nurture a CoP depends on a wide 
range of factors, Wenger and colleagues (2002) describe seven guiding principles for the 
cultivation and sustainability of a CoP. A discussion of each principle is presented below.  
Design for evolution. The initial focus of design for a CoP is to create an 
environment that stimulates natural growth. Harnessing the strength of preexisting 
relationships and established communities of people can foster organic evolution and 
sustainability. Rules and structure are not imposed on the community but are allowed to 
form spontaneously as needed to support continuity. Thoughtful and careful arrangement 
of the social, environmental, and organizational structures is vital for providing the 
opportunity for development and growth.  
Open dialogue between inside and outside perspectives. Inside members have 
a deep understanding of the domain and issues of importance to the CoP as well as the 
relationships and challenges of sustaining the group. Outside members offer new 
perspectives and fresh ideas, which enhance learning among members. Communication 
between members is invaluable and required in achieving their shared goals, generating 
innovative solutions, and becoming agents of changes.  
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Invite different levels of participation. Although communities are comprised of 
diverse membership and levels of participation, a small core group of members are 
responsible for sustaining the CoP.  The core group actively participates in meetings, 
projects, and community events. The second category of participants include an active 
group who intermittently attend events and meetings. The third level of participation is 
characterized by the peripheral group of members who rarely participate and instead 
remain sideline observers. Mobility between the groups and varying degrees of 
participation is key to the organic nature of a CoP. 
Develop both public and private community spaces. A need exists to 
strengthen both the private and public dimensions of a CoP. Networking and building 
personal relationships between members creates an opportunity for sharing within a 
private space. As one-on-one relationships between members grow, interactions in public 
spaces such as community meetings and events become richer. Thus, an essential element 
in designing a CoP is to organize activities in both private and public forums to use 
personal relationships to enhance events and use events to deepen relationships. 
Focus on value. The productivity and sustainability of a CoP relies on the value it 
brings to the organization, community, and individual members. In terms of design, it is 
important for members to explicitly identify the value of the community as it evolves 
over time. By engaging in events, networking, and activities value will emerge and 
members are responsible for establishing ways to foster it.    
Combine familiarity and excitement. Successful CoPs blend the comfort and 
predictability of routines with opportunities to surprise and delight members. Familiar 
events and rituals create a safe environment for members to speak candidly and share 
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ideas without fear of repercussion. Strong and vibrant communities also provide new 
activities and ways of thinking. The combination of familiarity and excitement allows for 
networking in a safe environment while appealing to the thrill of adventure.  
Create a rhythm for the community. The rhythm of a CoP refers to the tempo 
or flow of interactions. Vibrant communities have a strong pulse that energizes members. 
If the beat is too slow, members become lethargic. A beat that is too fast may leave 
members exhausted. As CoPs evolve creating a unique rhythm that inspires engagement, 
creativity, and innovation is key to sustainability and long-term success (Wenger et al., 
2002).  
Learning Communities for Physical Therapists  
Creating CoPs dedicated to leadership within the field of physical therapy may be 
an effective way to transform the profession. Groups of like-minded people working 
together toward shared goals is needed to generate knowledge and innovative solutions to 
health care issues. Through this social theory of learning and the cultivation of CoPs 
physical therapists can foster learning, refine practice, and engage with leaders to become 
agents of change. 
Summary 
The field of physical therapy is in a state of transition adapting to proposed 
changes within the profession and responding to new methods of health care delivery and 
reimbursement. The professional organization, accrediting body, and leaders are calling 
for widespread leadership development. Clinical and academic leaders are needed to 
prepare practitioners to succeed in a dynamic health care system. As a result of the ACA, 
health care providers must respond to the significant changes in reimbursement and 
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delivery of services. Creative problem solvers, effective communicators, and individuals 
that are willing to work with others are needed in physical therapy to address public 
health needs and health care reform. The development of transformative physical therapy 
practitioners should begin in entry-level education programs and continue throughout a 
therapist’s career.  
Because leadership is not extensively or explicitly taught in most preparation or 
post-graduate training programs, an intervention is needed. Research from other 
disciplines suggests that educational programs are effective ways to provide training and 
improve leadership skills. To address the need of leadership development, a series of 
training modules were created for students and physical therapists at ABC Rehabilitation 
in Florida. The professional development modules included various methods of 
instruction designed to improve leadership skills and the creation of a CoP. The purpose 
of this mixed-methods action-research dissertation was to evaluate changes in leadership 
development among participants and the creation of a CoP after participation in PD 
activities conclude. The action research plan and specific methodology are presented in 
Chapter 2.   
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CHAPTER 2 
ACTION RESEARCH DESIGN AND PLAN 
 
The delivery and reimbursement of health care services in the United States has 
undergone significant reform since the enactment of the ACA, 42 U.S.C. § 18001 (2010). 
Achieving the goals of the ACA and complying with cost and quality standards requires 
leadership. Individuals are needed to generate innovative ideas and implement creative 
solutions for current and future challenges. A major obstacle, however, is a “leadership 
gap” (Blumenthal et al., 2012, p. 515) that pervades various health disciplines including 
medicine (Frich et al., 2014), nursing (Curtis et al., 2011), dentistry (Brocklehurst et al., 
2013), occupational therapy (Copolillo et al., 2010), and physical therapy (Dean & 
Duncan, 2016). Professional preparation programs do not formally and consistently 
provide leadership training, and post-graduate leadership development is often voluntary 
or offered to those in administrative or management positions (Blumenthal et al., 2012). 
Considering the dynamic health care environment, leadership training for all health care 
professionals, not just administrators, is important for implementing policy to meet public 
health needs.   
 An explicit and deliberate need for leadership development within the physical 
therapy profession has been established (Dean & Duncan, 2016; Jensen et al., 2017a, 
2017b; LoVasco et al., 2016). However, the most effective implementation and 
assessment of such training has not (Dean & Duncan, 2016; McGowan & Stokes, 2015a; 
Sullivan, et al., 2011). Thus, the goal of this study was to understand how professional 
development activities influence leadership practice and creation of a community of 
practice for aspiring and practicing physical therapists at ABC Rehabilitation, a clinic in 
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north Florida. Fostering leadership behaviors may provide benefits to the individual, 
positively affect the therapy team, and improve community engagement.   
This chapter presents the research plan of this action-research dissertation. The 
chapter begins with a description of the research setting detailing the organization, 
participants, and researcher’s role. An explanation of the research plan follows that 
includes methods, procedures, sampling, data collection, and data analysis. The chapter 
concludes with a discussion of quality assurance and ethical considerations.   
Research Setting, Problem of Practice, and Researcher Role 
The primary setting for the professional development activities and data collection 
for this action-research project was ABC Rehabilitation, the pseudonym for a privately-
owned outpatient therapy clinic that provides physical and occupational therapy services 
to the St. Augustine, Florida community. ABC Rehabilitation is a limited liability 
company (LLC) with three owners who are the collaborators involved in this study. Each 
is identified with a pseudonym. The founder and managing member with 70% ownership 
is Don, a physical therapist with 19 years of experience. He holds several advanced 
certifications including a board certification in orthopedics from the APTA, Certified 
Strength and Conditioning Specialist (CSCS), and Manual Therapy Certification (MTC), 
and he is a Titleist Performance Institute Certified Golf Fitness Instructor. His clinical 
interests include golf performance enhancement and general orthopedic rehabilitation. 
Additionally, he provides guest lectures for the Doctor of Physical Therapy program 
(DPT) at Physical Therapy University, the pseudonym for a local health sciences 
university. The second owner is Albert, a physical therapist who earned his degree in 
2015. He took advantage of a buy-in option last year and purchased 20% of the company. 
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Although he has taken courses to specialize in vestibular rehabilitation, occupational 
health, and orthopedics, he does not yet have an advanced certification. The third owner 
with 10% ownership is Maria; she has 21 years of clinical experience and a board 
certification in neurology. She is a contributing faculty member in the DPT program at 
Physical Therapy University.  
The first ABC Rehabilitation clinic opened in June of 2009. Don was the only 
full-time physical therapist. Over the past nine years, the clinic has experienced a steady 
amount of growth. At the present time, ABC Rehabilitation has 13 employees including 
clinicians and support staff divided between two locations. Table 2.1 presents a list of 
physical therapists, occupational therapists, and staff at ABC Rehabilitation along with 
their education, years of practice, advanced certification, and position.  
Table 2. 1 
Clinician Information 
Name Education Years in 
Practice 
Advanced 
Certification 
Position 
Maria DPT 21 Yes PT, Owner  
Don MPT 19  Yes PT, Managing Member 
Heather DPT 4 Yes PT 
Albert DPT 3 None PT, Owner, Manager 
Tammy MOT 3 None OT 
Sally DPT 3 None PT 
Andrea DPT 2 None PT 
Ned DPT 1.5 None PT 
Hope DPT 1.5 None PT 
Lori AA N/A None Office Manager 
Karen BS N/A None Billing Manager 
Beth HS Diploma N/A None Front Desk Coordinator 
Terry BS  N/A None Front Desk Coordinator 
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Organizational Structure and Culture 
 
The organizational structure of ABC Rehabilitation is hierarchical in nature. Don 
serves as the managing member overseeing the day to day management of personnel and 
operations of the organization. He is supported directly by the clinical manager, office 
manager, and billing manager. The clinical manager, Albert, supervises the physical and 
occupational therapists. The office manager is responsible for the administrative duties of 
the front desk including scheduling and obtaining patient information. The billing 
manager communicates with insurance companies, maintains accounting records, and 
oversees accounts receivable. All managers report to Don.  
ABC Rehabilitation has a unique patient-centered practice model. Unlike in many 
traditional outpatient therapy clinics, therapists work one-on-one with clients for 45 to 60 
minutes. Ancillary staff members without formal training (e.g., physical therapy aids or 
technicians) are not used in patient care at this clinic. Instead, patients are matched with 
specially trained therapists who can best meet patients’ needs and provide care with 
undivided attention. Thus, a therapeutic partnership has time to develop as clinicians and 
patients work together toward meeting goals.  
In addition to creating a caring environment, the leadership at ABC Rehabilitation 
desires to employ highly skilled practitioners who understand current evidence-based 
practice guidelines and offer the most up to date treatment. Thus, incentives are provided 
for therapists to work toward advanced degrees or certifications. Novice clinicians with 
five or fewer years of clinical practice are entitled to $2,500.00 per year to pursue 
advanced education and specialization.  
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Problem of Practice 
Currently, most clinicians at ABC Rehabilitation have only practiced for four 
years or less, do not have an advanced clinical certification, and are not actively pursuing 
certifications or specializations. Attempts to foster learning and improve therapists’ skills 
by the owners have not been successful or consistent, although Don occasionally 
provides professional development as part of the clinical team meetings. However, 
because of a high volume of patients, these sessions do not occur on a regular basis. The 
owners of ABC Rehabilitation, as collaborators in this study, desired to foster the 
development of leadership skills in their clinicians and to create a culture of learning 
within the clinic. In addition, they anticipated this would be an opportunity to inspire staff 
members to become self-directed leaders seeking opportunities to learn, share with the 
team, and create a CoP that would transform the clinic and the community.  
Role of Researcher  
My role at ABC Rehabilitation was that of a mentor and consultant. I am a 
licensed physical therapist and have worked full time as an assistant professor in the 
Doctor of Physical Therapy program at the Physical Therapy University since 2009. Prior 
to becoming a faculty member, I worked for seven years as a full-time clinician in an 
outpatient physical therapy clinic, primarily serving individuals suffering from 
neurological injury or disease. In addition to managing my case load, I was a clinical 
faculty member for physical therapy student interns and facilitated a spinal cord injury 
support group. In 2006, I earned board certification in neurology from the APTA.  
Physical Therapy University is a multi-campus institution that specializes in 
graduate-level health science education. It offers degree programs to more than 3,000 
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students in physical therapy, occupational therapy, nursing, speech-language pathology, 
health administration, and education. The DPT program spans four campuses across 
Florida, California, and Texas. As a faculty member, my responsibilities include 
teaching, administration, research, and service. I have taught a variety of courses 
throughout the curriculum, which involves developing, preparing, and delivering course 
material to students. I work with the faculty team across campuses to make decisions 
regarding content, learning outcomes, assignments, and assessments. In the classroom, I 
manage and lead students as well as work directly with lab assistants who are practicing 
clinicians contracted to help teach lab courses. I also serve as a primary mentor for the 
lab assistants in my courses.  
My administrative duties include serving as a course coordinator and mentor for 
new faculty and students. A course coordinator at Physical Therapy University leads a 
group of faculty members who teach the same course to ensure consistency in content 
and outcomes across campuses. I am responsible for initiating communication with the 
team, facilitating discussion and decision making, verifying uniformity between courses, 
and reporting outcomes to program directors. Additionally, I provide mentoring and 
support for new faculty members, who commonly transition from clinical practice to a 
faculty position. While they have a great deal of content and clinical expertise, they often 
require assistance developing pedagogical knowledge and skill; hence I work with new 
faculty to help them assimilate into the academic culture. I engage in student mentorship 
as an academic advisor providing guidance and assistance throughout the program and 
remediation for students as needed.  
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As a physical therapist and faculty member, I have an ethical and social 
responsibility to address public health needs. I model this behavior by helping to 
coordinate a community exercise class for individuals with Parkinson’s disease. A series 
of eight classes occur each trimester on the campus where I work; students in the DPT 
program are involved and assist with leading the classes. As a mentor for clinicians at 
ABC Rehabilitation, I work with novice clinicians to improve their critical thinking, 
evaluation, and intervention skills. In addition to serving the local community, I am also 
an active member of the state and national professional associations.   
Through my extensive involvement with the DPT program at Physical Therapy 
University, I developed a comprehensive understanding of physical therapy education 
and intimate knowledge of curricula. Time spent at ABC Rehabilitation provided me 
personal insight into problems of practice within the organization. Thus, my experience 
as a faculty member, mentor, and community leader afford me invaluable insight and 
acumen about the field. My perspective and influence in physical therapy education 
provide legitimate and expert authority to conduct this action-research project.  
For this action-research project, I served as a facilitator and mentor to the 
participants. My role was to work with ABC Rehabilitation team members to create, 
organize, and implement intentional leadership training. A series of modules and activity-
based experiences were created to foster the development of leadership skills (e.g., 
strengths assessment, teambuilding, relationship developing, communication, and conflict 
management) and the creation of a CoP among participants. I consulted with experts 
within the broader field as needed to help develop and deliver content. The University of 
Kentucky’s Leadership Legacy program, which I observed in action in early 2018, served 
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as a model to inform the training at ABC Rehabilitation (University of Kentucky, 2017a). 
The goal and desired outcome of this action-research project was to foster development 
of transformative practitioners who can lead change in the clinic and community.  
Purpose of Action Research and Guiding Questions 
ABC Rehabilitation strives to become a leader in the community by delivering 
high-quality, patient-centered care through innovative models of practice. Achieving this 
goal necessitates an effective team of skilled, knowledgeable, and self-driven clinicians 
who exhibit leadership in the clinic and in the community. Because leadership skills are 
not emphasized in most physical therapy preparation programs or in post-graduate 
continuing education, mitigating this condition was identified as the problem of practice 
to address through this project. Providing professional learning opportunities may be a 
beneficial and feasible way to improve leadership behaviors. The purpose of this mixed-
methods action-research study was thus to understand how implementing professional 
development activities affects leadership among physical therapists and the creation of a 
CoP at ABC Rehabilitation. The primary research questions of this study were: How does 
professional development affect the development of leadership skills of physical 
therapists at ABC Rehabilitation? How does professional development affect the 
development of a CoP at ABC Rehabilitation?  
Methods and Procedures 
 The goal of this project was to address the problem of practice at ABC 
Rehabilitation (i.e., limited leadership skills among clinicians) and gain more insight into 
how professional development influences leadership skill building and creation of a 
sustainable CoP among staff members and aspiring physical therapists.  The project was 
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designed to provide a scientific framework for systematically generating, implementing, 
and evaluating the plan of action. Collecting and combining qualitative and quantitative 
data produced comprehensive assessment of existing conditions and interpretation of 
results following the intervention. This section begins with an overview of three 
methodologies: mixed-methods, action research, and mixed-methods action research. A 
discussion of the study design rationale for this action-research dissertation concludes 
this section.    
Mixed-Methods Research  
Mixed-methods research design has grown in popularity among researchers in the 
social, behavioral, and health sciences (Creswell, 2014; Ivankova, 2015) because it 
involves the collection and analysis of quantitative and qualitative data within a single 
research study. Qualitative research attempts to explore and understand real-life contexts, 
perspectives, and cultural influences (Ivankova, 2015), making it an emergent design 
where multiple sources of data are collected in natural settings by the researcher to 
explain complex problems or issues (Creswell, 2014). Quantitative research examines 
relationships between variables, and thus, data are typically gathered through surveys 
without researcher intervention and analyzed statistically to answer specific research 
questions. Examining a problem with multiple and diverse data provides opportunity for 
a more comprehensive analysis compared to a mono-method approach (Ivankova, 2015). 
Mixed-methods research thus harnesses the strengths of qualitative and quantitative 
methodologies by integrating data and allowing for a richer, more thorough 
understanding of a research problem.   
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Action Research  
Action research is an inquiry conducted by those within an organization or 
community whose goal is to solve practical issues or problems and improve future 
actions. (Ivankova, 2015; Sagor, 2011). Because action research is practical and flexible, 
it attracts researchers from a variety of disciplines including education, health care, social 
work, and nursing. A key feature of this research model is development, implementation, 
and evaluation of an action or intervention to solve a problem of practice. It is a cyclical, 
systematic approach intended to generate knowledge. An emergent and reflective design 
engages all stakeholders in a collaborative, problem-solving process. Data are collected 
by those within the community to identify interventions that will lead to salient solutions 
(Ivankova, 2015). 
Conceptual models of action research. A variety of conceptual models of action 
research exist. The original model of action research involved four basic steps: reflecting, 
planning, acting, and observing. Other, more elaborate, models include additional steps to 
depict the cyclical or spiral relationship between the phases. Despite the various 
configurations, each model contains common iterative stages that include identifying a 
problem, developing a plan of action, implementing, evaluating, and monitoring the 
action (Ivankova, 2015).  
Methodological characteristics of action research. Specific methodological 
features guide the design and implementation of action research. It is characterized as 
systematic, cyclical, and flexible. Action research is an iterative problem-solving process 
that involves creating, implementing, and refining an action plan or intervention. Because 
action research is not always linear, researchers have the flexibility to alternate between 
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stages to generate more knowledge and often use data collected in earlier stages to inform 
the latter stages. Multiple data sources are used to gather rich information about the 
problem of practice. The combination or triangulation of qualitative and quantitative data 
enhances understanding of the problem and aids in developing viable solutions 
(Ivankova, 2015).  
Mixed-Methods in Action Research Design  
Because mixed-methods and action research design share a variety of common 
features, combining the methodologies is both logical and feasible. Common 
characteristics of these two research designs include (a) adhering to principles of 
systematic inquiry, (b) producing comprehensive information, (c) being pragmatic, (d) 
engaging in reflective practice, (e) using quantitative and qualitative data, (f) being 
cyclical, (g) implementing a collaborative approach, and (h) incorporating insider and 
outsider perspectives into research (Ivankova, 2015). These shared characteristics provide 
a foundation for combining methods to produce robust plans of action and evaluation of 
results. Grounded in the scientific principles of inquiry, mixed-methods and action 
research both follow a systematic progression of steps and use reflexive practice to make 
decisions about future action based on results from previous steps. Research involves a 
collaboration with multiple stakeholders as researchers take on a dual role as both insider 
and outsider. Both methodologies share a pragmatic worldview and value the importance 
of collecting and assimilating qualitative and quantitative data to understand phenomena 
and make more accurate conclusions.  
Applying mixed-methods design to action research is advantageous for generating 
scientifically sound and effective plans of action and thus offers the researcher a solid 
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foundation and methodological framework which can be applied to each stage of the 
action research process. The systematic approach promotes a comprehensive assessment 
of the problem through an integration of qualitative and quantitative information. Using 
multiple scientific data sources encourages the development of more effective 
interventions and a more thorough analysis of results. A mixed-methods research design 
helps to improve the credibility, validity, and transferability of action research by 
providing a solid underpinning for scientific inquiry and problem solving (Ivankova, 
2015).    
Study Design Rationale 
Due to the extensive scope of the research questions and the need for 
comprehensive insight into a complex practical problem, a multimethod research 
approach was needed for this project. The mixed-methods design harnessed the benefits 
of qualitative and quantitative paradigms to gain insight into effective leadership 
development for physical therapists. The combination of mixed-methods and action 
research established a framework to address the specific problem of practice at ABC 
Rehabilitation. The integration of data sources allowed for comprehensive assessment of 
the problem, development of an intervention, and evaluation of the results. Hence, the 
action research design addressed the unique needs and goals of ABC Rehabilitation 
related to improving leadership among clinicians and establishing a sustainable CoP.  
Action Research Plan 
 The design for this dissertation followed Ivankova’s (2015) methodological 
framework for mixed-methods action research and is depicted in Figure 2.1. In this 
section, I present a detailed explanation of each stage of the action-research process as it 
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relates to this study. Specific points and strategies of quantitative and qualitative 
integration are provided. A discussion of the action-research plan including sampling, 
data collection, and data analysis follows. The section concludes with an explanation of 
quality assurance and ethical considerations.  
 
Figure 2. 1 Methodological framework. This figure illustrates the framework for this 
action-research dissertation. Adapted from frameworks recommended by Ivankova 
(2015).   
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Diagnosing Phase 
In the diagnosing phase, problems of practice at ABC Rehabilitation were 
explored and identified through a collaborative process involving the owners of ABC and 
me. Issues related to physical therapist leadership behaviors including motivation, 
communication, team work, and self-directed learning were highlighted. Specific study 
aims to (a) understand and identify areas of improvement related to leadership at ABC 
Rehabilitation and (b) to design learning opportunities that encourage personal and 
organizational growth were conceptualized collaboratively.  
An extensive literature review on leadership development in physical therapy was 
conducted and revealed a need for explicit and deliberate leadership training within the 
field. Because leadership taught through workshops and seminars has shown positive 
results with health care practitioners, a plan to implement a series of PD activities was 
developed (Cummings et al., 2008; Frich et al., 2014; Marath & Ramachandra, 2015). 
The goal of the PD was to help the participants evolve into transformative practitioners 
who demonstrate leadership in the clinic and in the community. It was anticipated that the 
participating physical therapists would reflect on areas of their professional growth and 
incorporate new knowledge into their professional practice. The purposeful interaction 
with colleagues supports the creation of a CoP that would emerge as an instrument for 
individual, community, and organizational learning.  
Reconnaissance Phase 
The purpose of the reconnaissance phase was to gather quantitative and 
qualitative information about the participants and ABC Rehabilitation. Demographic data 
about the participants as well as information related to professional behaviors, leadership, 
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and CoP were collected via two surveys: a researcher-created participant information 
survey, and (b) the Revised Self-Leadership Questionnaire (RSLQ). The surveys 
provided data about how the participants conceptualized leadership, demonstrated 
professional behaviors, and engaged in learning. The surveys were completed prior to the 
planning and implementation of the intervention. Information about ABC Rehabilitation 
was gleaned from public documents, the internet, and promotional materials. The goal of 
the reconnaissance phase was to gain a greater understanding of ABC Rehabilitation and 
the individual study participants. The results were analyzed and conclusions informed the 
planning and implementation of the PD intervention.  
Planning and Acting Phase 
 The intervention was designed following analyses of data gathered during the 
reconnaissance phase. Due to the extensive data collected and analyzed to inform the 
design and delivery of the intervention and the comprehensiveness of the intervention, 
that information is presented together in Chapter 3. 
Evaluation Phase 
The purpose of the evaluation phase was to examine how PD activities affected 
leadership among study participants and the development of a CoP at ABC 
Rehabilitation. Evaluation was based on analyses and interpretation of data gathered 
through surveys, small-group interviews, and individual interviews. Because the purpose 
of this concurrent study design was to compare the results of the qualitative and 
quantitative strands, data were integrated to provide corroborating evidence and well-
validated conclusions (Ivankova, 2015). In the analysis, priority was given to the 
53 
 
qualitative strand to provide a deeper understanding of the problem and perspectives of 
study participants.  
Monitoring 
During the final phase of the project, I shared study results and conclusions with 
stakeholders at ABC Rehabilitation. Working collaboratively, we discussed specific 
recommendations for revisions to the original plan of action based on study findings and 
results. Future iterations of the intervention will include suggested modifications and 
stakeholders will monitor changes in order to meet organizational goals. 
Study Sample 
 Participants in this study included nine physical therapists, one occupational 
therapist, and three staff members working at ABC Rehabilitation. Because ABC 
Rehabilitation is a small clinic, all clinicians were eligible to participate. In addition, 
participation was extended to include five students enrolled in the DPT program at 
Physical Therapy University. As aspiring physical therapists and potential future 
employees, the students added diversity to the learning community. The benefit of a 
diverse community is enhanced engagement and productivity (Wenger, 1998). 
Recruitment of participants at ABC Rehabilitation included a presentation and follow-up 
electronic mail message detailing information about the study. Students at Physical 
Therapy University received an electronic mail message with a description of the study 
and information about how to register. Participation was voluntary. 
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Data Collection 
This mixed-methods action research required collection of qualitative and 
quantitative data to provide a comprehensive initial assessment and a thorough evaluation 
of the intervention (Ivankova, 2015). Because the intervention was leadership 
development and collective learning, priority was given to qualitative data to gain 
understanding about individual perspectives among study participants. Qualitative data 
sources included document reviews, surveys, small-group interviews, and individual 
interviews. Quantitative data sources included surveys. The sections below describe the 
different types of data collection sources and the timeframe for implementation.  
Document review.  The first data gathered during the reconnaissance phase were 
from existing public records to gain background information about the participants and 
the organization. The document reviews provided foundational knowledge and insight 
about ABC Rehabilitation and the problem of practice. Information extracted from 
documents were compiled in an electronic form and used to guide the design and 
implementation of the intervention. Documents for analysis included organizational 
policies and procedures, public relations materials, as well as any publicly available 
information from websites, advertising, or news.  
Surveys.  During the reconnaissance and the evaluation phases of the study, 
surveys were administered to gather qualitative and quantitative data to assess and 
measure participants’ opinions, attitudes, and perceptions. I administered three different 
types of surveys to study participants: (a) researcher-created participant information 
survey, (b) Revised Self-Leadership Questionnaire (RSLQ), and (c) researcher-created 
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after-professional development surveys. Surveys were administered to each participant in 
an online format via Qualtrics.  
Participant information survey. The participant information survey created by 
the researcher consisted of two parts. Part one was administered during the 
reconnaissance phase to collect demographic information about the participants. Part two 
was administered during the reconnaissance and evaluation phases, thus the participants 
completed the survey before and after the professional development intervention. The 
purpose of the second part of the survey was to gather participant information about 
leadership, physical therapy professional core values, and characteristics of a CoP at 
ABC Rehabilitation.  
The survey consisted of 77 close-ended questions rated on a five-point Likert 
scale. Items on the survey related to leadership were adapted from a previously developed 
survey by Browne-Ferrigno (2001). Survey questions related to physical therapy 
professional behaviors were from the Professionalism in Physical Therapy: Core Values 
Self-Assessment (PPTCV-SA) instrument. The PPTCV-SA is a tool created by 18 
experts in the physical therapy field to measure professional behaviors. The 
commissioned therapists participated in a conference to develop a set of professional 
standards through a consensus decision-making process, which resulted in identification 
of seven core values along with definitions and sample indicators (APTA, 2017b). 
According to Furgal, Norris, Young, and Wallman (2018), the PPTCVA-SA has 
moderate to good test-retest reliability for all subscales. Written permission to use the 
PPTCV-SA and to convert it to an online format in this study was obtained from the 
APTA.  
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To assess evidence of a community of practice at ABC Rehabilitation, modified 
items from the Classroom and School Community Inventory (CSCI) were used in the 
survey. The CSCI is a tool designed to measure sense of community in the classroom and 
school settings. Rovai, Lighting, and Lucking (2004) demonstrated strong content 
validity, construct validity, internal consistencies, and two-week test-retest reliability 
with the instrument. In this study, statements were adapted to reflect the physical therapy 
clinic setting instead of the classroom. Additionally, six open-ended questions to gather 
unanticipated answers, clarify information, and understand individual perspectives were 
included in the survey. A copy of the participant information survey is presented in 
Appendix A.   
Revised self-leadership questionnaire. The RSLQ is a 35-item self-report 
questionnaire developed by Houghton and Neck (2002) to measure self-leadership. The 
instrument measures three domains of self-leadership including (a) behavior strategies, 
(b) natural reward strategies, and (c) constructive thought patterns on a five-point Likert 
scale. Behavior strategies comprise (a) self-goal setting, (b) self-reward, (c) self-
punishment, (d) self-observation, and (e) self-cueing. Natural reward strategies involve 
focusing thoughts on the organic or implicit benefits of accomplishing a goal. The 
constructive thought dimension includes (a) visualizing success, (b) self-talk, and (c) 
evaluating views and assumptions. Through exploratory and confirmatory factor analysis 
Houghton and Neck (2002) provided evidence of reliability and construct validity of the 
RSLQ in measuring self-leadership. They identified nine factors that represent each of 
the self-leadership dimensions. Five factors emerged for behavior-focused strategies, one 
factor for the natural reward strategies, and three factors represented the constructive 
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thought pattern strategies. Table 2.2 depicts the relationship between the three 
dimensions and the nine subscales. Written approval was received from the authors to use 
the RSLQ in this study. A copy of the RSLQ is presented in Appendix B. 
Table 2. 2 
RSLQ Dimensions  
Dimension Sub-scales Factor Total Score 
Behavior-focused strategies    
 Self-goal setting 2 25 
 Self-reward 4 15 
 Self-punishment 6 20 
 Self-observation 7 20 
 Self-cueing 9 10 
Natural reward strategies    
 Focusing thoughts on natural 
rewards 
8 25 
Constructive thought pattern 
strategies 
   
 Visualizing successful 
performance 
1 25 
 Self-talk 3 15 
 Evaluating beliefs and 
assumptions 
5 20 
Adapted from Houghton and Neck (2002). 
After-professional development surveys. These surveys consisted of force-
response questions to gather participant knowledge, attitudes, and opinions about the PD 
topics and activities. Four surveys in total were administered electronically via Qualtrics 
after conclusion of each PD session. The surveys consisted of five or six close-ended 
questions rated on a five-point Likert scale. Respondent choices included (a) Strongly 
agree, (b) Agree, (c) Neutral, (d) Disagree, and (e) Strongly disagree. Corresponding 
values from 1 (i.e., strongly agree) to 5 (i.e., strongly disagree) were assigned for each 
response. Copies of the surveys are presented in Appendix C.   
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Small-group interview. At the start of the study, eight participants agreed to take 
part in a focus-group interview to share their responses to the PD activities. However, 
once the intervention was complete only four volunteers remained. Because of scheduling 
issues and clinic demands, two small group interviews were conducted with two 
participants in each group. None of the owners of ABC Rehabilitation participated in the 
small-group interviews. Prior to the interviews, each participant received a copy of the 
interview protocol to help them formulate their responses. The face-to-face interviews 
were semi-structured following a protocol of questions designed to facilitate open and 
honest conversation and sharing of ideas. The first interview took place at ABC 
Rehabilitation and the second at Physical Therapy University. The small-group 
interviews were digitally recorded, and transcriptions were transcribed verbatim by a 
professional transcriber. Please see Appendix D for the small group interview protocol. 
Interviews. During the evaluation phase, individual interviews with the three 
clinic owners were conducted to gather overall experiences, perspectives, and 
recommendations for future iterations of professional development. The interviews were 
semi-structured and guided by a protocol of open-ended questions. Prior to the 
interviews, each participant received a copy of the interview protocol to help them 
formulate their responses. All interviews were conducted face-to-face at ABC 
Rehabilitation, digitally recorded, and transcriptions were transcribed verbatim by a 
professional transcriber. The interview protocol is presented in Appendix E.  
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Plan for data collection.  Collecting data through document reviews, surveys, 
individual interviews, and small group interviews required a significant amount of time. 
Thus, to ensure all data were collected and analyzed proper planning was essential. The 
timeline for data collection for this action-research study is presented in Table 2.3 below.   
Table 2. 3 
Plan for Data Collection 
Data Source Data Type Content or Purpose Dates(s) Collected 
Document 
review 
Mixed Public-relations material 
Organizational policies and 
procedures 
Public information 
 
July-September 
2018 
RSLQ  Quantitative Self-leadership  August 2018 
 
Participant 
information 
survey 
 
Mixed Leadership 
Professional behaviors 
Characteristics of CoP 
 
August 2018 
After-
professional 
development 
surveys 
 
Quantitative Close-ended questions about 
PD 
September-
December 2018 
 
Participant 
information 
survey 
Mixed Leadership 
Professional behaviors 
Characteristics of CoP  
 
November-
December 2018 
RSLQ Quantitative Self-leadership November-
December 2018 
 
Small-group 
interview 
Qualitative Open ended questions about 
leadership development and 
CoP  
 
November-
December 2018 
Individual 
interviews  
Qualitative Open-ended questions about 
perspectives and 
recommendations 
November 2018 
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Data Analysis 
Various types of data were collected throughout this mixed-methods action-
research study. The following section presents specific considerations regarding the 
analysis of quantitative and qualitative information generated from each data collection 
method.  
Quantitative data analysis. Quantitative data were collected via survey through 
close-ended questions. The RSLQ, the participant information survey, and the after-PD 
survey all have a five-point Likert rating scale in which ordinal data was collected. 
Specific preparation and data analysis procedures are presented below.  
Participant information survey. The researcher-created participant information 
survey consisted of statements about leadership, CoP, and physical therapy professional 
core values. Respondent choices included (a) Never, (b) Rarely, (c) Occasionally, (d) 
Frequently, and (e) Always. Corresponding values from 1 (i.e., never) to 5 (i.e., always) 
were assigned for each response. A higher score indicated greater engagement in the 
activity. I used Excel to compile, organize, and store data. Using IBM SPSS Statistics 25, 
I calculated descriptive statistics including measures of central tendency and variability 
for each behavior during the reconnaissance and evaluation phases.  
In addition, during the evaluation phase, I used SPSS to calculate the difference in 
means between pre- and post-intervention survey scores through a paired samples t-test. I 
also used an online effect size calculator (Social Science Statistics, 2019) to determine 
the magnitude of change between the pre- and post-survey scores and for each statement 
in the survey (Fields, 2013; Portney & Watkins, 2015). Higher effect sizes indicated a 
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more significant change. Cohen describes a range of effect sizes including small (d=0.2), 
medium (d=0.5), and large (d=0.8) (Cohen, 1988, 1992, as cited in Field). 
RLSQ. When completing the RLSQ, respondents answered 35 statements about 
self-leadership from 5 ordinal choices: (a) Not at all accurate, (b) Somewhat accurate, (c) 
A little accurate, (d) Mostly accurate, and (e) Completely accurate. Each response 
corresponded to a number ranging from 1 “not at all accurate” to 5 “completely accurate” 
(Houghton & Neck, 2002, p. 690). A higher score indicated greater engagement in the 
activity. I used Excel to compile, organize, and store data. By adding raw scores, I 
determined an overall self-leadership rating as well as a value for nine factors 
representing each self-leadership strategy dimension (e.g., behavior focused, natural 
reward, constructive thought).  
SPSS was used in the analysis of data during the reconnaissance and evaluation 
phases to determine descriptive statistics including measures of central tendency and 
variability for the overall RSLQ score and the nine factors representing the three self-
leadership dimensions (Field, 2013). During the evaluation phase, I used SPSS to conduct 
a paired samples t-test to evaluate the impact of the intervention and determine any 
significant changes between the pre- and post-survey scores. I computed the effect size 
with an online calculator to determine the magnitude of changes as described previously.  
Qualitative data analysis. Qualitative data generated from document reviews, 
open-ended survey questions, individual interviews, and small-group interviews were 
framed by five major categories guided by the research questions for this action-research 
study. The five categories included questions related to participants’ (a) perceptions of 
leadership, (b) perceptions of self as a leader, (c) perceptions of a CoP, (d) reported 
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changes in leadership and CoP, and (e) opinions about how PD affects leadership and the 
creation and sustainability of a CoP at ABC Rehabilitation. Narrative and oral responses 
to open-ended questions from the data collection instruments were transcribed in Word 
and saved as separate documents identified by pseudonym, four-digit code, and survey 
type on my personal computer. This allowed me to trace individual responses and 
compare over time to provide a deeper understanding of the participants and organization 
(Fowler, 2009).  
Inductive analysis of data occurred electronically using Dedoose software. The 
process began with reviewing, organizing, and sorting the data to glean a general 
understanding of the text and overall meaning (Creswell, 2014; Sagor, 2011). I reflected 
on the information, identified relevant topics and categories that emerged, and parceled 
data into meaningful segments. Through open and iterative coding of the data I 
strategically distilled the information labeling concepts and generating common themes. 
A code book containing emerging codes and groups of categories was used to organize 
data. As recommended by Creswell (2014), I identified five to seven broad categories 
with subcategories to help with data interpretation and understanding of themes related to 
leadership development and the creation of a CoP at ABC Rehabilitation.  
Integration of data. Qualitative and quantitative data collection within the same 
study may provide answers to exploratory and confirmatory questions as well as facilitate 
a deeper understanding of a particular phenomenon (Creswell, 2014). Consistent with the 
concurrent study design, I collected and analyzed data from each strand separately. The 
results were then combined and integrated to generate overall conclusions. The 
integration of data from the reconnaissance phase informed the plan of action; the 
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integration of data in the evaluation phase supported answers to primary research 
questions and overall study conclusions.  
Quality Assurance 
Quality assurance in mixed-methods action research involves evaluating the rigor 
of (a) quantitative methodology, (b) qualitative methodology, and (c) action research 
cycle. Thus, generating valid and credible conclusions depends on the quality of data 
collection and analysis. Quality assurance measures to minimize threats and improve the 
rigor of the study are presented in this section.  
Quantitative research. Quality assurance for quantitative data involved 
strategies to safeguard reliability and validity of pre-existing and researcher-created 
surveys. The RSLQ has demonstrated reliability and construct validity (Houghton & 
Neck, 2002). Because the RSLQ was administered in an online format, it under went 
focus-group pilot testing with a sample of physical therapists and physical therapy 
assistants employed at a privately-owned outpatient clinic similar to ABC Rehabilitation. 
Participants completed the online survey and engaged in an online semi-structured 
interview to provide feedback about their experience and recommendations for 
modifications (Creswell, 2014).  
The researcher-created questionnaires (e.g., participant information survey and 
after-professional development surveys) underwent cognitive testing prior to use in the 
study to identify problems, improve quality, and ensure clarity of questions (Fowler, 
2009). The cognitive testing involved two purposefully selected physical therapists not 
affiliated with the study. Each participant provided face-to-face feedback after 
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completing the online surveys. Based on results of the cognitive testing, I made 
modifications and adjustments to the surveys.  
Qualitative research. The validity of the qualitative data collection tools (e.g., 
participant information survey, small-group interview protocol, individual interview 
protocol) and analysis were based on whether the findings accurately reflect viewpoints 
of the researcher and participants (Creswell, 2014). Researcher-created interview 
protocols and open-ended survey questions underwent cognitive testing to determine 
quality and clarity as described previously. Revisions were made based on feedback and 
recommendations.   
In addition to evaluating the quality of data collection tools, assessing the 
trustworthiness of the results and conclusions can help establish (a) credibility, (b) 
transferability to other similar settings, (c) dependability that findings are consistent and 
able to be repeated, and (d) confirmability that findings represent participants’ 
viewpoints. In this study, I assessed the quality of results through member checking, 
triangulation of data, and clarifying the researcher’s bias.  
Member checking. Through the process of member checking participants were 
involved in ensuring accuracy and validity of the study findings and conclusions (Sagor, 
2011). After data were interpreted, a report was given to participants to check 
authenticity of the work and provide feedback about the study conclusions.  
Triangulation. The triangulation of different types of information from a variety 
of sources corroborated results, strengthened meta-inferences, and supported answers to 
research questions. (Creswell, 2014; Ivankova, 2015). To guide the integration of data 
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and align results with research questions in this study, I used the triangulation matrix 
presented in Table 2.4.  
Table 2. 4 
Triangulation Matrix 
Research Question  Data Source Data Analysis 
 
How does PD affect 
the development of 
leadership skills of 
physical therapists 
at ABC 
Rehabilitation? 
 
RSLQ 
 
Descriptive statistics; t-test; 
effect size 
 
Participant information survey Descriptive statistics; effect size 
 
After-PD survey Descriptive statistics 
 
Small-group interviews Open coding 
 
Individual interviews  Open coding 
 
Research Question  Data Source Data Analysis 
 
How does PD affect 
the development of 
a CoP at ABC 
Rehabilitation? 
 
Participant information survey 
 
Descriptive statistics; effect size 
  
After-PD survey Descriptive statistics 
 
Small-group interviews Open coding 
 
Individual interviews  Open coding 
 
 
Clarifying researcher’s bias. To reduce the effect of personal bias, I disclosed 
and clarified ideas or beliefs that may have influenced the methodology and interpretation 
of results. I maintained a journal to store my reflections on personal perspectives and 
emerging ideas throughout the process. Identifying preconceived notions may have 
helped maintain focus on the analysis of research and decrease bias (Creswell, 2014).  
Action research. In addition to preserving quality in the qualitative and 
quantitative strands, specific considerations for action research were addressed. 
According to Herr and Anderson (2005) quality of action research is based on the (a) 
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extent to which an intervention solves a problem, (b) use of rigorous methodological 
procedures, (c) production of relevant results, (d) empowerment of researcher and 
participants, and (e) generation of peer reviewed knowledge. Thus, quality assurance 
measurements involved evaluating all phases of the research process and the extent to 
which stakeholder interests were addressed (Mertler, 2012). Because of the nature of 
action research, quality considerations also addressed the researcher’s dual role as an 
insider and outsider, maintaining objectivity, and determining whether the outcomes were 
generalizable. 
Dual role of researcher. Engaging in action research required a balance between 
my being a member of an organization with intimate knowledge of a problem of practice 
and being an outside observer examining the situation through a fresh lens. The ability to 
reconcile these roles had implications for quality assurance. To address the dual role, I 
established a validation group of critical friends. The group consisted of three 
independent physical therapy faculty colleagues with whom I shared the research 
processes during the reconnaissance and evaluation phases; they provided guidance and 
recommendations for my consideration (McNiff & Whitehead, 2011). 
Maintaining objectivity. Because action research involves studying one’s own 
setting, acknowledgement of personal values and biases from the onset may help to 
improve objectivity and the quality of the findings (Herr & Anderson, 2005). To help 
reduce subjectivity, I engaged in activities to promote self-reflection, consult with critical 
friends, and triangulate data sources. I generated a statement clarifying personal bias. 
Critical friends reviewed and provided suggestions regarding the research protocol, 
results, and interpretations (Mills, 2011). Triangulation of various data sources helped to 
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corroborate findings and improve the overall quality, rigor, and objectivity (James, 
Milenkiewicz, & Buchnam, 2008).  
Generalizability. This action-research project focused on a particular problem of 
practice situated in a specific context; therefore, generalizability of the findings is limited 
to similar situations and contexts. To determine if the results and conclusion are 
applicable to another setting, consumers will need access to detailed information about 
the study (Lincoln and Guba, 1985). Thus, I presented a rich description of the setting, 
participants, and problem of practice at ABC Rehabilitation along with a thorough 
account of the qualitative and quantitative methodologies. 
Study Limitations 
Due to the nature of action research, the primary limitation of this study was lack 
of generalizability. While the study was designed to address a specific problem of 
practice at ABC Rehabilitation and participants chosen out of convenience, the topic was 
informed by the professional literature and was relevant to the field of physical therapy. 
A paucity of literature related to leadership in physical therapy exists, thus study results 
and findings may prove useful to the field.  
Ethical Considerations 
Prior to beginning the study, I completed CITI Training and obtained Institutional 
Review Board (IRB) approval to ensure compliance to all ethical considerations 
including informed consent, data collection, and data analysis. Participation was 
voluntary, and participants received full disclosure of that fact prior to the start of the 
study. Consistent with the collaborative nature of action research, participants in the 
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study had the opportunity to participate in the design and implementation of the 
intervention. 
I kept all data confidential to maintain participants’ privacy. To protect the 
identity of the research site and all participants, only pseudonyms of the clinic and 
individuals involved were used. The study report does not include any characteristics that 
could identify the clinic or participants. I assigned random identification numbers to each 
participant and their responses to data collection instruments were stored in Qualtrics, 
SPSS, Excel or Word under password protection on my personal computer to which no 
one else has access. 
Conclusion 
The purpose of this mixed-methods action-research study was to understand how 
implementing PD activities affected the leadership of practicing and aspiring physical 
therapists and the development of a CoP among personnel working at ABC 
Rehabilitation. The founder and owners of ABC Rehabilitation desired to create an 
effective team of skilled, knowledgeable, and self-driven clinicians. Our collaborative 
goal through this action-research project was to inspire individuals to become leaders and 
transformative practitioners who seek opportunities to learn and share new information 
with the clinic and the community.  
The data and findings of the reconnaissance and evaluation phases are presented 
in the next two chapters. Some words in the text are italicized and others are enclosed 
with quotation marks. Words representing statements printed on data collection 
instruments and posed during discussions or interviews are italicized. Text enclosed in 
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quotations or displayed in single-spaced indented paragraphs are participants’ words 
gathered from interviews and questionnaires. 
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CHAPTER 3 
RECONNAISSANCE PHASE FINDINGS AND 
DESCRIPTION OF INTERVENTION 
Intentional leadership training does not exist within medical professions or among 
healthcare providers (Brocklehurst et al., 2013; Copolillo et al., 2010; Curtis et al., 2011; 
Dean & Duncan, 2016; Frich et al., 2014). Professional preparation programs do not 
formally or consistently provide leadership training, and post-graduate leadership 
development is often voluntary or offered to those in administrative or management 
positions (Blumenthal et al., 2012). In light of the dynamic health care environment and 
complicated medical issues that pervade, leadership training for all health care 
professionals, not just administrators, is important for implementing policy to meet public 
health needs.   
Within the field of physical therapy, a need for specific leadership development 
has been reported by numerous authors (Dean & Duncan, 2016; Jensen et al., 2017a, 
2017b; LoVasco et al., 2016). Effective methods of implementation and assessment of 
such training however have not been prescribed (Dean & Duncan, 2016; McGowan & 
Stokes, 2015a; Sullivan, et al., 2011). Thus, the goal of this study was to address the 
paucity of information about leadership in physical therapy through conducting research 
while providing leadership development for aspiring and practicing physical therapists at 
a clinic in Florida. The research questions guiding this study were: How does 
professional development affect the development of leadership skills of physical 
therapists at ABC Rehabilitation? How does professional development affect the 
development of a CoP at ABC Rehabilitation? 
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The chapter begins with a report of the results from the reconnaissance phase of 
the action-research cycle. The second major section is presentation of the intervention at 
ABC Rehabilitation, a physical therapy clinic in Florida.    
Reconnaissance Phase Findings 
During the reconnaissance phase, qualitative and quantitative data were gathered 
about ABC Rehabilitation and the study participants via surveys, public documents, 
Internet searches, and promotional materials. The surveys (i.e., researcher-created 
participant information survey, RSLQ) were administered electronically via Qualtrics. 
The purpose of administering these surveys was to gain a deeper understanding of ABC 
Rehabilitation and current professional expertise of the individual study participants prior 
to implementing the PD intervention. The data collected were used to inform the planning 
and acting phases of the action-research cycle.  
Quantitative Findings 
Quantitative data were collected via close-ended questions from two surveys: (a) 
the participant information survey, and (b) the RSLQ. The participant information survey 
(Appendix A) consisted of two quantitative sections, which were administered during the 
reconnaissance phase. The first part of the survey collected demographic information for 
respondents. The second section consisted of questions rated on a five-point Likert scale 
related to three main topics: (a) leadership, (b) characteristics of CoP, and (c) physical 
therapy professional core values. The results from the participant information survey and 
RSLQ are presented below. 
Demographics of participants. Initially, 18 individuals agreed to participate in 
the study. One participant, however, was excluded for not being able to attend and 
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participate in more than 75% of the study. Therefore, the adjusted total number of 
participants was 17, all of whom completed the surveys administered during the 
reconnaissance phase. Thus, the survey response rate was 94%. Table 3.1 displays the 
breakdown of study participants’ demographics including position, education, years of 
experience, advanced certifications, and prior leadership training.  
Table 3. 1 
Descriptive Statistics of Participants 
Variable Frequency Percentage 
Position 
     Physical Therapist 
     Occupational Therapist 
     Staff (e.g., billing, front desk coordinator) 
     Physical Therapy Student 
 
8 
1 
3 
5 
 
47.1 
5.9 
17.6 
29.4 
 
Years of Experience at ABC Rehabilitation 
     < 1  
     1-4 
     5-10 
     N/A 
 
5 
4 
4 
4 
 
29.4 
23.5 
23.5 
23.5 
 
Academic Degree 
     HS Diploma 
     AA Degree 
     Bachelors 
     Masters 
     Clinical Doctor of Physical Therapy 
 
1 
1 
6 
2 
7 
 
5.9 
5.9 
35.3 
11.7 
41.2 
 
APTA Advanced Certification  
    Orthopedics 
    Neurology 
 
2 
1 
 
11.8 
5.9 
 
APTA Credentialed Clinical Instructor 1 5.9 
 
Previous Leadership Training 2 11.8 
 
Continuing Education Courses 
     Physical Therapists 
     Occupational Therapist 
 
6 
1 
 
75 
100 
 
Note. an = 17.   
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As depicted in Table 3.1, 47.1% of the respondents were physical therapists (n = 
8), 29.4% were physical therapy students (n = 5), and the remaining 23.5% of the 
participants consisted of an occupational therapist (5.9%; n = 1), and office staff (17.6%; 
n = 3).  The majority of respondents have been working at ABC Rehabilitation for 4 
years or less (42.9%; n = 9), while approximately one-quarter have been working there 
for 5-10 years (23.5%; n = 4). The remaining respondents (23.5%, n = 5) were students 
and not employees of ABC Rehabilitation. 
In terms of education completed 41% of respondents reported having a clinical 
doctor of physical therapy degree (n = 14), 35.3% had a bachelor’s degree (n = 6), and 
11.7% achieved a master’s degree (n = 2). The remaining participants received an 
associate of arts degree (5.9%; n = 1) and a high school diploma (5.9%; n = 1). Three 
respondents (27%) reported attaining an advanced certification through the APTA. One 
participant (5.9%) was a credentialed clinical instructor. 
In regard to post-graduate training the majority of physical therapists (75%; n = 6) 
and the occupational therapist (100%; n = 1) have attended job-related continuing 
education while being employed at ABC Rehabilitation. Respondents had the ability to 
list continuing education courses. All of the courses were related to rehabilitation and 
included such topics as cognition, lymphedema, Parkinson’s disease, vestibular disorders, 
cardiopulmonary disorders, and temporomandibular joint dysfunction. None of the 
continuing education courses included leadership and only two participants (11.8%) 
reported previous formal leadership training.  
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 Leadership, community of practice, professional core values. The second part 
of the participant information survey consisted of 77 close-ended questions related to (a) 
leadership, (b) CoP, and (C) professional behaviors. Respondent choices included in the 
Likert scale were (a) Never, (b) Rarely, (c) Occasionally, (d) Frequently, (e) Always, and 
(f) Not applicable. Corresponding values from 1 (i.e., never) to 5 (i.e., always) were 
assigned for each response; N/A responses were assigned 0. Survey items associated with 
leadership were adapted from a previously developed survey by Browne-Ferrigno (2001). 
Questions related to PT professional behaviors were from the Professionalism in Physical 
Therapy: Core Values Self-Assessment (PPTCV-SA) instrument (APTA, 2017b) and 
items related to CoP were modified from the Classroom and School Community 
Inventory (Rovai et al., 2004).  The total number of respondents was 17. Table 3.2 
presents the descriptive statistics of each foci and the results organized by respondent 
role. 
Table 3. 2 
Leadership, Community of Practice, and PT Professional Core Values 
Variable M (SD) 
Leadership  85.59 (20.402) 
Clinicians: PT and OTa  94.56 (15.93) 
Staffb 66.67 (16.010) 
Physical Therapy Studentc 
 
80.80 (23.488) 
Community of Practice  71.65 (18.561) 
Clinicians: PT and OTa  78.33 (5.809) 
Staffb 82.33 (6.807) 
Physical Therapy Studentc 
 
53.20 (25.994) 
PT Professional Core Values  94.29 (17.881) 
Clinicians: PT and OTa  100.67 (12.826) 
Staffb  92.00 (19.458) 
Physical Therapy Studentc 
  
84.20 (23.188) 
Note. an = 9.  bn = 3. Cn = 5.  
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For each of the three main foci (i.e., leadership, CoP, professionalism), a higher 
score indicated a greater frequency of behavior. As depicted the mean scores for 
leadership (M = 85.59), CoP (M = 71.65), and PT professional core values (M = 94.29) 
were below the maximum possible score in each category. Variations also existed 
between the different respondent groups. The clinicians (M = 94.56) reported the highest 
mean for leadership followed by the PT students (M = 80.80) and staff (M = 80.80). 
Descriptive statistics for the leadership statements with the lowest means and thus 
greatest potential for improvement are presented in Table 3.3. Descriptive statistics for all 
leadership statements on the questionnaire are reported in Appendix F. 
Table 3. 3 
Leadership 
Leadership Behavior Median Mode b Ma (SD) 
I participate in online discussions, communities, 
list serves to improve my practice (n=16) 
2.00 1 2.19 (1.22) 
I attempt to influence decisions at the state or 
national level (n=15) 
1.00 1 1.60 (0.91) 
I assume professional leadership positions outside 
the clinic (n=15) 
2.00 1 2.13 (1.25) 
I challenge rules or policies in the clinic when I 
believe a professional issue is at stake (n=14) 
3.00 3 2.77 (1.17) 
I challenge rules or policies outside the clinic 
when I believe a professional issue is at stake 
(n=13) 
2.00 1 2.23 (1.36) 
I participate in creating new programs or projects 
for the clinic (n=17) 
3.00 3 2.76 (1.09) 
I am (or have been) a clinical instructor for a 
physical therapy or occupational therapy 
student on internship (n=13) 
1.00 1 1.31 (0.63) 
I mentor (or have recently mentored) a new 
employee (n=15) 
3.00 3 2.67 (1.35) 
I participate in research (n=13) 2.00 1b 1.85 (0.80) 
I publish articles in peer-reviewed journals (n=13) 1.00 1 1.23 (0.60) 
I publish articles in trade journals (n=13) 1.00 1 1.00 (0.00) 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. bMultiple modes exist, smallest 
value is shown. 
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Based on response average the lowest performing items (M < 3.00) involved: (a) 
participating in online communities to improve practice (M = 2.19), (b) assuming 
leadership roles outside the clinic (M = 2.13), (c) influencing decisions beyond the clinic 
(M = 1.60), (d) challenging rules inside (M = 2.57) and outside the clinic (M = 2.23), (e) 
creating new programs for the clinic (M = 2.76), (f) serving as a clinical instructor (M = 
1.31), (g) serving as a mentor for new employees (M = 2.67), (h) participating in research 
(M = 1.85), and (i) publishing in peer-reviewed (M = 1.23) and trade journals (M = 1.00). 
In terms of CoP staff reported the highest average (M = 82.33) followed by the clinicians 
(M = 78.33) and students (M = 53.20) respectively.  
Overall respondents rated the statements related to CoP above 4.0. The initial 
sense of community among participants was strong based on this assessment. The 
descriptive statistics for the lowest performing statements (M < 4.5) and thus have the 
greatest potential for improvement related to CoP are presented in Table 3.4. Appendix G 
provides the descriptive statistics for the CoP subsection in its entirety.   
Table 3. 4 
Community of Practice 
Community of Practice Median Modeb Ma (SD) 
I attend continuing education courses (n=17) 4.00 4 4.18 (0.73) 
I encourage colleagues to share their thoughts 
and ideas (n=17) 
4.00 5 4.29 (0.77) 
I address conflict directly and respectfully 
(n=17) 
4.00 4 4.12 (0.70) 
I feel that my colleagues care about each other 
(n=16) 
4.00 4 4.13 (0.71) 
I feel confident that my colleagues will support 
me (n=15) 
4.00 4 4.20 (0.86) 
I feel this job satisfies my professional goals 
(n=13) 
4.00 5 4.15 (.90) 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. bMultiple modes exist, smallest 
value is shown. 
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In the assessment of PT professional core values, the clinicians reported the 
highest mean (M=100.67), followed by staff (M=92.00), and PT students (M=84.20).  
Descriptive statistics for each core values statement are presented in Appendix H. The 
descriptive statistics for the lowest performing professional core values (M < 3.0) and 
thus have the greatest potential for improvement are displayed in Table 3.5. 
Table 3. 5 
PT Professional Core Values  
PT Professional Core Values Median Mode Ma (SD) 
Providing pro-bono services (n=14) 3.00 3 2.93 (1.93) 
Providing physical therapy services to underserved 
and underrepresented populations (n=14) 
2.00 2b 2.29 (0.73) 
Advocating for changes in laws, regulations, 
standards, and guidelines, that affect physical 
therapist service provision (n=15) 
2.00 1 2.00 (1.13) 
Participating in political activism (n=16) 1.00 1 1.63 (1.09) 
Providing leadership in the community (n=17) 3.00 3 2.76 (0.97) 
Ensuring the blending of social justice and 
economic efficiency of services (n=16) 
3.00 3 2.88 (1.20) 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. bMultiple modes exist, smallest 
value is shown. 
 
The lowest performing professional core values (M < 3.00) were (a) providing pro bono 
services (M = 2.93), (b) providing PT services to underserved and underrepresented 
populations (M = 2.29), (c) advocacy for the physical therapy profession (M = 2.00), (d) 
participating on political activism (M = 1.63), (e) providing community leadership (M = 
2.76), and (f) blending social justice with economic efficiency (M = 2.88).  
Self-leadership. Self-leadership theory includes behavioral and cognitive 
strategies that individuals use to influence themselves to achieve goals and manage 
behavior. The RSLQ (Appendix B) was used to measure the three domains of self-
leadership (i.e., behavior strategies, natural reward strategies, and constructive thought 
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patterns) of the participants in this study (Houghton & Neck, 2002). Participants 
responded to 35 statements on a 5-point Likert scale. A higher score indicated greater 
engagement in the self-leadership activity. The maximum total score on the RSLQ is 175. 
Descriptive statistics for overall self-leadership score and the nine specific factors 
representing each dimension are presented in Appendix I. Table 3.6 presents statistics for 
the lowest performing self-leadership behaviors with the greatest potential for 
improvement through professional development.   
Table 3. 6 
Revised Self-Leadership Questionnaire  
Domaina Mb (SD)  
Overall Self Leadership Score  138.00 (13.93) 
Factor 1: Visualizing successful performance  19.71 (3.22)  
Factor 4: Self-reward  9.94 (3.54)  
Factor 5: Evaluating beliefs and assumptions  15.00 (3.82)  
Factor 6: Self-punishment  15.51 (3.83)  
Note. an=17.  bThe response completely accurate received a score of 5; mostly accurate received a score of 
4; a little accurate received a score of 3; somewhat accurate received a score of 2; and not all accurate 
received a score of 1. 
 
Because norms and cut off scores have not been established for the RSLQ, a 
higher score indicates a higher level of self-leadership. The overall self-leadership score 
of the participants in this study was below the maximum score of 175. In addition the 
average score in for each of the nine factors scored below the total maximum value in 
each category. The lowest performing factors were (a) self-rewards (M = 9.94), (b) 
evaluating beliefs and assumptions (M = 15), (c) visualizing successful performance (M = 
19.71), and (d) self-punishment (M = 15.51).  
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Qualitative Findings 
Qualitative data in the reconnaissance phase were generated through document 
reviews and open-ended questions on the participant information survey. The purpose 
was to gain detailed background information about the participants and ABC 
Rehabilitation. The qualitative findings provided foundational knowledge and insight into 
the problem of practice.  
Document review. The document review included examination of organizational 
policies and procedures, public relations materials as well as publicly available 
information from websites and advertising. During data analysis, four main themes 
emerged: (a) excellent patient care, (b) caring atmosphere, (c) skilled clinicians, and (d) 
community integration. The following section presents a description of themes with 
quotations to add a rich description and corroboration.   
Excellent patient care. ABC Rehabilitation is dedicated to a client-centered 
model of care. The therapy sessions are 45 to 60 minutes of one-on-one care delivered by 
a licensed physical or occupational therapist. Untrained personnel such as technicians, 
athletic trainers, or other staff members are not allowed to provide care. Patients work 
with only one therapist and are screened prior to coming to the clinic to make sure they 
are matched with the therapist that can offer them the best assistance.  
ABC Rehabilitation is dedicated to breaking the traditional mold of outpatient 
therapy by providing exceptional, individualized care. Testimonials from the website 
illustrated the patient-centric model of care such as the following: “They make you feel 
as though you are their only client. They listen and are always looking for ways and 
devices to improve your therapy, every step along the way.”  
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Caring atmosphere. ABC Rehabilitation strives to provide a caring professional 
environment to help enhance patient recovery. As part of the interview process for new 
employees, the interviewing team looks for evidence of kindness and admirable qualities 
because the clinic owners believe it is important that all patients feel welcome. This is 
accomplished by providing personalized attention from the moment clients enter the 
clinic. They are greeted warmly by the front desk staff and receive uninterrupted one-on-
one time with their therapist who is able to give them undivided attention. A patient 
testimonial from the website supports the caring atmosphere: 
They are more than wonderful each time I visit and brought me to a much better 
place with their kindness. You really pick up on all the good vibes that everyone 
at [ABC Rehabilitation] creates. What a special place you have. 
 
Skilled clinicians. Therapists at ABC Rehabilitation are encouraged by the 
leadership team and expected to seek advanced certifications in their area of expertise. As 
an organization, the goal is to have all clinicians complete advanced certifications and 
degrees to help ensure the use of current evidence-based practice guidelines and the most 
up-to-date patient care. ABC Rehabilitation provides $2500.00 each year in financial 
support to staff members to achieve this goal. One physical therapist from the participant 
information survey explained: “They are phenomenal at supporting learning and 
professional development. If you ask to take a course, they will happily pay for it. They 
are always encouraging therapists to further their education.” 
Patient testimonials from the ABC Rehabilitation’s website also highlight the skill 
and knowledge of the physical therapists.  
Pain radiating down my leg had been diagnosed as coming from my back. 
Because I didn’t want to have surgery, the neurologist wrote a script for physical 
therapy. I asked around for references and a friend highly recommended [Don]. 
Following my first evaluation, [Don] said he didn’t think the pain was coming 
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from my back, but from my hip. He suggested that I get an x-ray of my hip. I did 
so, and it showed bone-on-bone and bone spurs. 
 
The abilities and knowledge of the clinicians instill confidence in their patients. As a 
result, patients often refer their family and friends to ABC Rehabilitation and return for 
services themselves.     
This is my 2nd time using ABC rehab, I could not be more pleased with my 
therapist. . . . she has really helped me a lot with limiting my pain and getting me 
more movement. I have a lot of confidence in her ability to help me. 
 
ABC Rehabilitation clinicians are immersed in a professional culture that values and 
supports expertise, knowledge, and pursuit of lifelong learning. Not only do therapists 
learn from each other, but formal clinical team meetings are scheduled periodically to 
provide in-house professional development. The sessions include discussion of journal 
articles, current evidence-based interventions, and continuing education courses attended.  
Community integration. ABC Rehabilitation understands the importance of 
giving back to the local community. As an organization, owners and employees have 
participated in local fundraisers over the years and provided pro bono services, but their 
goal is to increase their community presence and instill the value of community service in 
their employees. According to one owner, they “realize that it is the support of our 
surrounding community that allows us to be successful.” 
Participant information survey. Qualitative data elicited from open-ended 
questions on the participant information survey provided further insights into the 
respondents’ perceptions of their role and leadership. The following statements and 
questions were analyzed: In your own words, define your profession. In your own words, 
define leadership. What are the qualities of an effective leader? How do you think of 
yourself as a leader? What leadership qualities would you like to improve in yourself? In 
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your opinion, how can ABC Rehabilitation support your learning and professional 
development? The following sections present the results of analyzing survey-
respondents’ comments through a description of themes and supporting quotations.   
Definition of physical therapy. In regard to the definition of the term physical 
therapy, three main themes emerged during the analysis of 17 responses: (a) optimize 
movement, (b) educate, and (c) improve quality of life. The following section presents a 
description of the identified themes. Quotations are provided to corroborate the findings.  
Optimize movement. According to the APTA (2019), physical therapists are 
licensed professionals that can aid in restoring mobility, and many survey responses from 
the physical therapists and aspiring physical therapists in this study echoed that idea. 
Respondents described physical therapists as “experts in movement analysis” who 
“promote restoration of mobility through the use of targeted exercises, education, and 
hands on skills with the ultimate goal of improving or maintaining independence and or 
quality of life.” Other participants suggested the role of a physical therapist was to 
“optimize movement” and improve “muscle balance, restore range of motion, and 
promote proper body mechanics and posture.” As “rehab specialists” physical therapists 
“aid in healing it [human body] through therapeutic exercise and manual therapy.” 
  Educate. An additional theme that emerged related to the role of a physical 
therapist was education. According to one clinician, physical therapists equip individuals 
with “tools to heal him or herself without invasive surgery or medications.” In addition, 
physical therapists provide education to groups of patients and the community at large. 
An owner described the role of a physical therapists as “providing appropriate, evidence-
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based care and education to members of the community to improve their safety, function 
and overall wellbeing.”  
Improve quality of life. Survey respondents highlighted the role of physical 
therapists in improving function, the ability to perform activities, and quality of life. One 
physical therapist stated, “physical therapy enhances the quality of life for an individual 
who might have difficulty performing physical tasks” and “promotes independence.” 
Others added that “physical therapy is about reestablishing a patient’s lifestyle” and 
improving “quality of life and participation with activities of daily living.” Through 
evidence-based interventions and education physical therapists aim to enhance mobility 
and make a meaningful impact on the lives of patients and the community.  
Definition of leadership. Analyses of survey respondents’ definitions for 
leadership were divided into two major categories. Respondents provided definitions that 
described characteristics of (a) management and (b) transformational leadership. Each 
theme is presented and discussed in the following section.  
Management. According to Rost (1991), management involves an authority 
relationship where a manager and subordinates coordinate activities to produce or sell 
goods or services. The transactional style of leadership (Burns, 1978) where leaders 
direct the actions of subordinates emerged through the analysis of data. One definition of 
leadership from an aspiring physical therapist was “to manage, direct, assist.” 
Additionally a seasoned physical therapist suggested that leadership “is taking the lead to 
make sure those you are working with are following your lead to make sure things are 
running as they are supposed to be.” Other clinicians stated that leaders “take the 
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initiative to be in charge of something” and are responsible for “improving other’s 
knowledge.”  
Transformational leadership. Transformational leadership involves a relationship 
between leaders and followers who intend real change based on mutual goals (Rost, 
1991). Transformational leaders are charismatic; they appeal to others to engage in 
achieving shared goals and empower them to work toward a common vision. The themes 
related to transformational leadership were highlighted in several survey responses. For 
example, one owner defined leadership as “taking a group of people and guiding them 
into one collaborating to achieve one goal.” Another owner expressed that leaders have 
the ability to “encourage, assist, and engage members of a team to achieve a common 
goal.” A final comment from a physical therapist described a leader as “a good role 
model” who has the ability to “motivate and guide others to reach their fullest potential.”  
Qualities of an effective leader. Eighty characteristics were generated by 
participants in response to the question What are the qualities of an effective leader? The 
data were reviewed, organized, and distilled to generate seven themes. According to 
respondents an effective leader is trustworthy, confident, empathetic, motivated, 
courageous, a good communicator, and a positive mentor.  
Self-perception of leadership. Three distinct categories emerged in response to 
the question, How do you think of yourself as a leader? Some participants described 
characteristics of a manager, others described qualities of a transformational leader, and 
the third subset of respondents expressed being uncomfortable in a leadership role.  
The responses that were characteristic of a transactional style of leadership, 
described as a top-down approach of delegating tasks and issuing directives. The office 
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manager for ABC Rehabilitation wrote, “I have control of all situations” and “I am able 
to make decisions.” A physical therapist stated. “I think I can be a leader in some 
situations such as planning a vacation, delegating tasks to a group. I tend to be 
authoritative at times.” A second physical therapist was “not afraid to tell somebody 
when they are going in the wrong direction with a task.” 
The second category of responses aligned more with the transformational 
leadership style. One physical therapist reported being “a role model” who leads “by 
example and practice[s] what I preach.” Another stated leadership behavior included 
being “level headed and organized to effectively guide towards the goal.” A third 
physical therapist demonstrated leadership by helping “others feel confident and 
communicating effectively as well as being dependable.” 
The third and most common type of response described the uncomfortable feeling 
respondents had with assuming a leadership role. Several respondents indicated they do 
not perceive themselves as a leader. According to one seasoned physical therapist, “I 
don’t. I’ve been a clinic manager, but I felt as though I just regurgitated information 
given to me. I didn’t implement any new methods or policies for my clinic.” An aspiring 
physical therapist stated that she tried to be a leader “when the opportunity present[ed] 
itself.” Another physical therapist explicitly stated, “I do not enjoy being in charge of 
others.”  
Some responses highlighted insecurities about leadership. According to one 
aspiring physical therapist, “I feel limited in my ability to lead based on beliefs of others 
about my age. I also feel limited in my ability due to uncertainty of how my leader and 
superior may respond.” Along with self-doubt was the need to develop leadership skills: 
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I believe I have a long way to go in order to become a leader. I currently believe I 
have some of the values that would make me a great leader eventually, but I must 
continue to develop and adjust to different demands.  
 
Desired leadership qualities. Four themes emerged from the data analyzed in 
regard to leadership qualities the participants would like to improve: (a) confidence, (b) 
decisiveness, (c) communication, and (d) the ability to build relationships. Each theme is 
discussed in detail below. Quotations from respondents are provided as supporting 
evidence.   
Confidence. Many participants identified a lack of self-confidence in their 
leadership abilities. One physical therapist explicitly wrote, “I would like to improve my 
confidence to be a more effective leader.” Others described goals such as overcoming 
“self-doubt and lack of confidence” and “taking more initiative” to become a leader. An 
underlying anxiety about being a leader was present in some responses. Some clinicians 
were worried about “what others think of me” and not “doing what is best for the group.” 
One owner described the desire to be confident in “handling corrective actions with 
employees or being hard on employees about requirements.” 
Decisiveness. Making decisions emerged as a skill the participants identified with 
leadership and desired to improve in themselves. For example one therapist wrote, “I 
would like to be more decisive . . . that will make me a much more effective leader.” The 
idea that a leader makes decisions and subordinates follow them permeated throughout 
the responses. According to one owner, “I would also like to work on being more 
decisive to effectively communicate and make decisions that others will follow.” Another 
owner suggested that to be a better leader it was important to “stand my ground on hard 
to talk about issues with peers and patients.” 
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Communication. Communication was a quality many respondents desired to 
improve in themselves, highlighted by this comment from an aspiring physical therapist: 
“I would like to learn how to effectively communicate.” Physical therapists reported the 
desire to communicate “thoughts in an organized fashion” and be “more direct, clear 
minded, organized and confident.” An office manager indicated that effective 
communication during “conflict resolution” was a desired skill as well as being “less 
stern when it comes to issues and be able to approach said issues less aggressively.” 
Building relationships. The final desired leadership quality was the ability to build 
relationships and establish rapport with others. Learning how to engage effectively with 
different types of people was one therapist’s goal: “I work with many personalities, and I 
would like to improve on handling those different personalities.” Another physical 
therapist wanted to “learn a few new approaches in how to positively motivate and 
interact” with others. Building “trust,” “going out of my way to help others,” and “being 
less intimidating and approachable” were also identified by physical therapists and an 
owner as ways to build relationships and improve leadership skills.  
Development of community of practice. Through the analysis of participant 
responses three ways that ABC Rehabilitation could support learning and professional 
development were to: (a) continue providing resources for education, (b) promote 
learning from coworkers, and (c) continue formal clinical meetings.  
Resources for education. Overall participants agree that ABC Rehabilitation 
effectively supports learning and professional development by providing resources for 
“continued education.” One physical therapist complemented the owners: “They are 
phenomenal at supporting learning and professional development. If you ask to take a 
88 
course, they will happily pay for it. They are always encouraging therapists to further 
their education.” ABC Rehabilitation has created a community of learning that allows 
clinicians to “build on . . . [their] knowledge and clinical skills.”  
Learning from coworkers. Developing a CoP involves sharing ideas and 
enhancing communication. Survey data suggested that professional growth and education 
occurred informally during everyday activities. One physical therapist indicated that 
learning “different ways to improve . . . day to day work” occurred through interactions 
with “coworkers.”    
Formal clinical meetings. ABC Rehabilitation owners occasionally provide 
educational training to clinicians and staff members. Most survey respondents hope the 
owners continue the clinical meetings and make the “in-house discussions regular” 
events. One physical therapist suggested an addition to the clinical meetings: “we could 
take turns sharing evidence.” Another physical therapist echoed the sentiment by 
responding, “continue with clinical meetings and conversations that involve everyone and 
talk about new research articles for treatments.” Other ideas generated by clinicians were 
to begin “a journal club” and provide “more opportunities to participate and help conduct 
research.” 
Reconnaissance Phase Discussion 
Quantitative and qualitative data collected during the reconnaissance phase 
provided support and justification for this action-research project to address problems of 
practice at ABC Rehabilitation (i.e., need for leadership skill development and creation of 
a CoP). The information generated was essential for the planning and acting phases of the 
action-research cycle. This section presents the overall inferences and conclusions that 
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were foundational for the PD workshops specifically tailored to meet the needs of ABC 
Rehabilitation.   
The participants in this study consisted of clinicians and staff employed by ABC 
Rehabilitation and physical therapy students from Physical Therapy University. Those 
employed by ABC Rehabilitation are relatively new members of the organization. The 
majority (61%) have only been employed by the clinic for 4 or fewer years. The majority 
(89%) of the survey respondents have had no formal leadership training prior to this 
study. Only three participants pursued and received advanced certifications or degrees.  
Quantitative data from the participant information survey highlighted specific 
opportunities for growth related to all three foci: (a) leadership development, (b) creation 
of a CoP, and (c) attention to PT professional core values. The RSLQ identified specific 
subscales of self-leadership (i.e., evaluating beliefs and assumptions, self-reward, 
visualizing successful performance, self-punishment) that were among the lowest 
performing factors.    
The lack of leadership training within the field of physical therapy exposed in the 
literature review, along with data gathered and analyzed during the reconnaissance phase, 
provided justification for a leadership intervention to support the aims of ABC 
Rehabilitation. During the planning phase, the analyses of data collected were presented 
and discussed with the owners of ABC Rehabilitation. A plan for implementing a series 
of PD workshops to improve leadership and create a CoP was developed through 
collaboration between owners and me. Four main areas of concentration were determined 
for the PD intervention: (a) understanding leadership, (b) engaging in community service, 
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(c) building relationships between team members, and (d) improving communication 
skills. 
The format and content of the intervention were modeled after the University of 
Kentucky (UK) Leadership Legacy program. The Center for Interprofessional Health 
Education at UK offers a formal curriculum to develop leadership skills for students in 
various health fields (University of Kentucky, 2017a). Over the course of a semester, 
students participate in workshops, service, and a retreat to learn about strengths-based 
leadership, communication, conflict management, community service, and project 
development. Aspects of the Leadership Legacy curriculum including strengths-based 
leadership, communication, conflict management and negotiation, and community 
service were embedded into this action-research project to address the problem of 
practice and meet the specific improvement goals of ABC Rehabilitation.  
Description of Intervention 
The overall results and interpretations from the diagnosing and reconnaissance 
phases were shared with the owners at ABC Rehabilitation. Working collaboratively, we 
developed an action plan to improve leadership behaviors and establish a CoP to enhance 
collective learning. The action plan included a series of specially tailored PD workshops 
to address the specific aims and objectives of ABC Rehabilitation.  
During the acting phase, I implemented the intervention, which included four PD 
workshops, each approximately 90 minutes in length, presented over a nine-week period. 
Three workshops were conducted at ABC Rehabilitation during the work day when 
clinical meetings were normally scheduled. The fourth workshop was conducted outside 
91 
regular work hours at a local business that provided professional interactive teambuilding 
activities. Following are details about each PD session.  
Professional Development Session One 
During the first PD session the following topics were presented and discussed: 
organizational culture, community of practice, leadership versus management, and 
transformational leadership. The workshop began with an introductory team-building 
activity in which participants were randomly divided into groups of four or five and 
asked to identify 10 things they all had in common. The commonalities could not be 
related to work, school, or human characteristics (e.g., body parts, clothes). Each team 
wrote their commonalities on a large white sheet of paper and shared with the larger 
group. The primary purpose of this activity was to provide an opportunity for participants 
to get to know one another and establish or strengthen relationships.  
A group activity, discussion, and brief lecture about organizational culture 
followed. The owners of ABC Rehabilitation aspire to create an environment where 
clinicians are self-driven, highly skilled, and knowledgeable. Thus, the purpose for this 
discussion was to (a) provide awareness and education about the concept of 
organizational culture, and (b) to begin a conversation about the existing and desired 
culture of ABC Rehabilitation.  
To initiate the discussion about organizational culture each participant was given 
one minute to think of one word to describe the current culture of health care. After one 
minute, participants shared their word and rationale within their small group. The words 
were written on a large piece of white paper and shared with the larger group. The 
following questions were then used to facilitate a conversation about culture between the 
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participants in the small groups: What is the type of culture you want to have in your 
clinic or organization? How does organizational culture impact goals of the clinic, 
therapists, and patients? How can you work together to create the culture you desire? 
Afterward I asked the participants to share their responses and facilitated a discussion 
with the larger group about culture. I provided a brief lecture defining organizational 
culture and describing how it is created, influenced, and changed by leaders (Burke, 
2014; Schein, 2004). This lecture provided a transition to the next major topic of the PD 
session: leadership  
To begin the section on leadership, participants continued working in the same 
small groups. They were asked to share a story about the best or most influential leader 
they had encountered and identify characteristics of a good leader. The characteristics 
were written on a large piece of white paper. After the small group discussion, the 
characteristics were shared with the entire group. The purpose of this activity was to (a) 
highlight the difference between leadership and management, and (b) to provide 
education about transformational leadership.  
To help the participants distinguish between leadership and management, I 
facilitated a discussion with the following questions: Is leadership consistent? What is the 
difference between leadership and management? Is the manager always the leader? 
What type of leader do you want to have in your organization? The questions were posed 
for participants to share with the whole group. To conclude, I provided a brief lecture 
with written information on the following topics: (a) leadership versus management, (b) 
transactional leadership, (c) transformational leadership, (d) characteristics of 
transformational leaders (Burke, 2014; Burns, 1978; Rost, 1991), (e) research about 
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transformational leadership in health care (Avolio, Zhu, Koh, & Bhatia, 2004; Choi, Goh, 
Hisyam, & Tan, 2016; Huynh, 2018; Krepia, Katsaragakis, Kaitelidou, & Prezerakos, 
2018; Masood & Bilal, 2017), (f) self-leadership (Manz 1986; Manz & Neck, 1999), and 
(g) community of practice (Wenger, 1988; Wenger et al., 2002).  
To prepare for the upcoming PD sessions, the participants were asked to complete 
three tasks on their own: (a) brainstorm fundraising ideas for a community service 
project, (b) vote on a teambuilding event through Qualtrics, and (c) complete the 
CliftonStrengths online assessment (CliftonStrengths, 2018) that identifies respondents’ 
top 5 strengths from 33 identified through extensive research by Gallup. I purchased with 
personal funds access to the top five CliftonStrengths for each participant. Thus, all 18 
participants were able to complete the online assessment and receive individual 
information about their strengths.  
Professional Development Session Two 
The second PD workshop was dedicated to community service, team building, 
and strengths-based leadership. Because social responsibility is a core value expected of 
physical therapists (APTA, 2017b), has been linked to improved leadership skills 
(Crandell et al., 2012), and was an identified goal of ABC Rehabilitation in the 
reconnaissance phase, community outreach was included in the PD series. ABC 
Rehabilitation became a sponsor for Parkinson’s Moving Day, an event organized by the 
Parkinson’s Foundation to create awareness, funding, and understanding of the disease 
(Parkinson’s Moving Day, 2018). During the time between the first and second PD 
sessions, the study participants brainstormed ways to raise money for the Parkinson’s 
Moving Day. They collectively decided to have a raffle and asked local businesses to 
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donate items (e.g., round of golf, gift certificates, merchandise). Raffle tickets were sold 
at ABC Rehabilitation and the proceeds went to sponsor Moving Day.  
The first part of the PD session was dedicated to preparing for the raffle and 
Moving Day events. The participants were formed into small groups and asked to create 
two posters advertising the fundraising effort. Poster board and materials were provided 
by me and ABC Rehabilitation. In addition, they were asked to identify and contact via 
electronic mail, phone, or in person at least five local businesses to donate goods or 
services to the raffle. This activity provided an opportunity for participants to work 
together as a team toward a common goal. The purpose was to not only engage in 
community service, but also to foster communication, relationship development, and 
team building among the participants.   
The second half of the session was dedicated to strengths-based leadership and 
began with a marshmallow challenge. Participants were randomly divided into five 
groups. Each group was given 1 yard of tape, 1 yard of string, 20 pieces of spaghetti, and 
3 marshmallows. Their task was to build the tallest free-standing structure with one 
marshmallow on top using the materials provided. They were given 18 minutes to 
complete the challenge.  
Afterward, I facilitated a group discussion to highlight lessons learned. During the 
debriefing, I asked the following questions: Was there a leader on your team? Who was it 
and who decided who the leader would be? If you had no leader, do you think having 
designated someone a leader would have helped? If you had a leader, how did he or she 
do? How helpful was everyone on your team? Did anyone appear to be an expert? 
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A brief lecture followed the marshmallow challenge. I presented verbal and 
written information about strengths-based leadership including: (a) the four domains of 
leadership, (b) the importance of investing in strengths, (c) how to maximize teamwork, 
(d) keys to developing a successful team, and (e) qualities a leader must have (Rath 
2008). Afterward, participants reviewed their individual results from the CliftonStrengths 
assessment and shared their top five strengths with others in the small and large groups.  
Professional Development Session Three 
The third PD workshop was dedicated to team building and development of 
relationships outside of a work environment. The session was held at a local business that 
provided corporate team-building experiences. The venue, identified by the pseudonym 
Team Works, was chosen by the participants through a Qualtrics survey. The session 
consisted of a variety of activities facilitated by a teambuilding coordinator employed by 
Team Works. I provided funding with personal resources so that all participants were 
able to take part in the team-building PD session.  
Participants were randomly divided into groups of four and competed against 
each other in various events: go-cart racing, scavenger hunt, relay races, and blind folded 
miniature golf with a child-sized plastic club. The activities were chosen by me and the 
Team Works coordinator based on our goals and the resources available. The activities 
were designed to improve communication, promote unity, develop relationships, enhance 
problem solving, and boost morale. Each event was organized and led by the Team 
Works coordinator. My role was primarily that of an observer. As an incentive, winning 
teams for each activity received a prize.   
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During a debriefing session afterward, I asked the following questions to facilitate 
discussion and determine lessons learned: Was there a leader on your team? Who was it 
and who decided who the leader would be? Did you have the same leader for each 
activity? How did your team work together to achieve goals and solve problems? How 
did your team communicate to achieve goals? In what way did participating in this event 
help develop relationships? How do you think activities like this boost morale and 
develop trust? 
Professional Development Session Four 
The focus of the final PD workshop was leading change, managing and 
negotiating through conflict, and developing trust. Participants engaged in a simulation 
activity entitled “Williams Center Scenario” from the Program on Negotiation at the 
Harvard Law School (Babbitt & Susskind, 1996). Because the case scenario, instructions 
for simulation, and character information are under copyright protection, I purchased 
with my personal money 18 copies from the Program on Negotiation. Thus, each 
participant in the study had access to the detailed information related to the “Williams 
Medical Center” simulation.   
The activity involved a five to six party negotiation over a drug policy for a large 
urban teaching hospital. Participants in each group acted as members of the Board of 
Trustees tasked with developing a comprehensive drug policy. Approximately one week 
prior to the PD session, I randomly divided the participants into three groups and each 
member was assigned a role. They received written information via email related to the 
scenario and their character. This allowed them to have time to consider the interests of 
the negotiating parties.  
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On the day of the simulation, participants with the same roles met for ten minutes 
prior to the negotiation to discuss their strategy. The negotiation occurred for 1 hour. 
During that time each group had to try to reach an agreement and make decisions on three 
key issues related to the scenario. The debriefing session began with reporting and 
posting outcomes from each group. Variations in the outcomes demonstrated for the 
participants that negotiation matters. I posed the following questions for discussion in the 
debriefing session: What happened in the groups that reached agreements? What 
happened in groups that reached no agreement? How did negotiation strategies and 
procedures differ across groups? Who were parties left out of the four-way agreement? 
What do participants feel they learned from the game? 
The session concluded with a lecture and discussion. I presented verbal and 
written information on: (a) handling conflict, (b) negotiating through conflict, (c) change 
strategies, and (d) the advantages of trust within an organization (Burnes, 2004; Fisher & 
Ury, 2011; Serrat, 2009, 2011; Vakola, 2014). Additionally, I presented research related 
to the positive effects transformational leadership has on organizational success and 
outcomes (Aguirre & Alpern, 2014; Holten & Brenner, 2015). I facilitated a discussion 
about organizational change and transformational leadership in health care. Participants 
were asked to discuss how they could personally apply the principles of transformational 
leadership to lead change when working with patients, coworkers, and in the community. 
Professional Development Timeline 
The PD intervention occurred over a nine-week period beginning on September 
14, 2018 and continued through November 15, 2018. Participants engaged in a variety of 
learning experiences designed to improve leadership skills and develop a CoP among 
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members of the cohort. Table 3.7 presents a chronological depiction and overview of 
each PD session. 
Table 3. 7 
Chronological Sequence of Professional Development 
Sept 14, 2018 Oct 4, 2018 Nov 2, 2018 Nov 15, 2018 
Foci Organizational 
culture 
CoP 
Management 
Leadership 
Transformational 
leadership 
Community 
service 
Strengths-based 
leadership 
Team building 
Relationship 
development  
Trust 
Communication 
Leadership 
Leading change 
Negotiation 
Conflict  
Developing trust 
Transformational 
leadership 
Activities Team-building 
Group activities 
Lecture  
Discussion  
Team-building  
Group activities 
Lecture 
Discussion  
Team-building at 
Team Works 
Discussion 
Team-building 
Simulation  
Lecture  
Discussion 
Data Collection 
Multiple sources of data were collected during this action-research dissertation. 
Data collection began July 23, 2018 and continued through December 31, 2018. 
Qualitative and quantitative data from the reconnaissance phase presented in this chapter 
informed the PD intervention. Data collected and analyzed during the evaluation phase 
were used to answer the primary research questions: How does professional development 
affect the development of leadership skills of physical therapists at ABC Rehabilitation? 
How does professional development affect the development of a CoP at ABC 
Rehabilitation? Figure 3.1 below presents a chronological sequence of the data collection 
process. The evaluation phase findings are presented and discussed in Chapter 4.    
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Jul 2018 Aug 2018 Sept 2018 Oct 2018 Nov 2018 Dec 2018 
  
Reconnaissance and 
Planning Phase 
7/23/18 to 9/12/18 
Evaluation Phase 
9/13/18 to 12/31/18 
     
Document Review 
7/23/18 to 9/12/18 
    
    
RSLQ 
8/6/18 to 8/24/18 
  RSLQ 
11/20/18 to 12/16/18 
    
Participant Information 
Survey 
8/6/18 to 8/24/18 
  Participant Information 
Survey 
11/20/18 to 12/16/18 
  
 After-Professional Development Surveys 
9/14/18 to 12/16/18 
    
   Individual Interviews 
11/16/18 to 11/27/18 
    
   Small Group Interviews 
11/30/18 to 12/9/18 
 
Figure 3. 1.  Chronological sequence of diverse data collection throughout study.  
 
 
 
 
 
 
 
 
Copyright © Kerry C. Mallini 2019 
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CHAPTER 4 
EVALUATION PHASE FINDINGS, RECOMMENDATIONS AND IMPLICATIONS, 
PROFESSIONAL REFLECTION 
The need for specific leadership development including effective methods of 
implementation and assessment within the field of physical therapy has been reported by 
numerous authors (Dean & Duncan, 2016; Jensen et al., 2017a, 2017b; LoVasco et al., 
2016; McGowan & Stokes, 2015a; Sullivan, et al., 2011). Currently, many physical 
therapy clinicians, faculty, and administrators have not received formal education or 
training in leadership or leadership skills (Dean & Duncan, 2016; McGowan & Stokes, 
2015a; Tschoepe & Davis, 2015). As an emerging profession attempting to play a more 
influential role in public health and well-being, physical therapy needs leaders.   
Through this action-research study, I strived to address the paucity of information 
about leadership by providing leadership development for aspiring and practicing 
physical therapists at a clinic in Florida. This project was designed to address a specific 
problem of practice at ABC Rehabilitation (i.e., limited leadership skills among 
clinicians) and gain more insight into how PD influences leadership skill building and 
creation of a sustainable CoP among staff members and aspiring physical therapists. 
Participants included nine physical therapists, one occupational therapist, and three staff 
members working at ABC Rehabilitation. In addition, participation was extended to 
include five students enrolled in the DPT program at Physical Therapy University. As 
aspiring physical therapists and potential future employees, the students added diversity 
to the learning community.  
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The founder and owners of ABC Rehabilitation desired to create an effective team 
of skilled, knowledgeable, and self-driven clinicians. Our collaborative goal through this 
action-research project was to inspire individuals to become leaders and transformative 
practitioners who seek opportunities to learn and share new information with the clinic 
and the community. The primary research questions guiding this study were: How does 
professional development affect the development of leadership skills of physical 
therapists at ABC Rehabilitation? How does professional development affect the 
development of a CoP at ABC Rehabilitation? 
The chapter begins with a report of the results and findings from the evaluations 
phase of the action-research cycle. The second major section of this chapter is 
presentation of recommendations, implications, and personal reflections.   
Evaluation Phase Findings 
During the evaluation phase of the action-research cycle quantitative and 
qualitative data about the intervention at ABC Rehabilitation were collected from study 
participants via surveys and interviews. The purpose was to gain an understanding of 
participant perceptions after implementation of the PD sessions. Data were analyzed and 
used to draw inferences about the intervention and to inform future iterations of the 
action-research cycle. The results from the data analyses are presented in the following 
sections.  
Quantitative Findings 
Three different surveys were administered to collect quantitative data: (a) 
researcher-created participant information survey (Appendix A), (b) RSLQ (Appendix 
B), and (c) researcher-created after-PD surveys (Appendix C). Each survey consisted of 
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close-ended questions rated on a five-point Likert scale and was administered through 
Qualtrics. The surveys sought to gather perspectives about the PD sessions, leadership 
perspectives, development of a community of practice, professional core values, and 
perceptions of participants’ self-leadership. The results from each survey are described 
below.  
After-professional development surveys. The after-PD surveys were 
administered after the conclusion of each of the four PD sessions. The surveys consisted 
of five or six force-response questions to gather information about participant knowledge, 
attitudes, and opinions about the professional development activities. Table 4.1 displays 
the mean score and standard deviation for each question in the PD survey that was 
administered after the first session. To differentiate from the participant information 
surveys also used in this study, the 5-point rating scale was reversed where 1= Strongly 
agree and 5=Strongly disagree.  
Table 4. 1 
After PD Survey Results for Session 1  
Transformational Leadership and Community of Practicea Mb (SD) 
After participating in this professional development activity, I feel a 
greater understanding of leadership.  
1.71 (0.59) 
I enjoyed this professional development activity. 1.24 (0.44) 
I feel this professional development activity was relevant to my job 
(future job).  
1.35 (0.50) 
I feel this activity was relevant to my career development. 1.29 (0.47) 
I feel this activity changed my perception about myself as a leader. 2.18 (1.02) 
I feel this activity was relevant to creating a community of practice 
where I work.  
1.5 (0.49) 
Note. an = 17.  bThe response strongly agree received a score of 1; agree received a score of 2; neutral 
received a score of 3; disagree received a score of 4; and strongly disagree received a score of 5. 
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The total number of participants in the first PD session was 17, thus, the response rate for 
this survey was 100%. Overall respondents strongly agreed or agreed that the experience 
improved their understanding of leadership (M = 1.71). They found the session to be 
enjoyable (M = 1.24), relevant to their job (M = 1.35) and career development (M = 
1.29). Additionally, respondents agreed that the PD session changed their perceptions 
about themselves as a leader (M = 2.18) and was relevant to creating a CoP (M = 1.5). 
 The focus of the second PD session was on team building, the development of a 
community service project, and strengths-based leadership. Due to scheduling issues two 
participants were unable to attend the second session. Of the 15 participants, 9 completed 
the survey; therefore, the response rate was 60%. Table 4.2 shows the mean score and 
standard deviation for each question in the survey administered after the second PD 
session. 
Table 4. 2 
After-PD Survey Results for Session 2 
Team Building and Strengths-based Leadershipa Mb (SD) 
After participating in this professional development activity, I feel a 
greater understanding of my strengths. 
 
1.44 (0.73) 
I enjoyed this professional development activity. 1.33 (0.50) 
I feel this professional development activity was relevant to my job 
(future job).  
 
1.33 (0.50) 
I feel this activity was relevant to my career development. 1.56 (0.73) 
I feel this activity changed my perception about myself as a leader. 2.00 (0.87) 
Note. an = 9.  bThe response strongly agree received a score of 1; agree received a score of 2; neutral 
received a score of 3; disagree received a score of 4; and strongly disagree received a score of 5. 
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Respondents strongly agreed or agreed that the workshop improved individual 
understanding of strengths (M = 1.44), was relevant to their job (M = 1.33) and career 
development (M = 1.56). Participants agreed the activities were enjoyable (M = 1.33) and 
changed their perception of themselves as a leader (M = 2.00). 
 The third PD session took place at a local business (i.e., Team Works) that 
provides corporate team-building events. The venue was chosen by the participants, and 
the purpose was to promote relationship development and team building among the 
group. Due to scheduling conflicts, only 12 participants attended the session. The 
response rate for the survey administered after the team-building event was 58%. Table 
4.3 displays the mean score and standard deviation for each survey question.   
Table 4. 3 
After-PD Survey Results for Session 3 
Off-site Team-Building Activitya  Mb (SD) 
This professional development activity contributed to team building 
among my peers. 
 
1.86 (0.38) 
I enjoyed this professional development activity. 1.86 (0.69) 
I feel this professional development activity was relevant to my job 
(future job). 
 
3.29 (0.95) 
I feel this activity was relevant to my career. 3.00 (1.16) 
I feel this activity changed my perception about myself as a leader. 3.29 (0.76) 
Note. an = 7.  bThe response strongly agree received a score of 1; agree received a score of 2; neutral 
received a score of 3; disagree received a score of 4; and strongly disagree received a score of 5. 
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Overall the respondents agreed or strongly agreed that the activity contributed to team 
building (M = 1.86) and was enjoyable (M = 1.86). However, respondents were neutral or 
disagreed that the session was relevant to their job (M = 3.29), career (M = 3.00), or 
contributed to perception of leadership (M = 3.29). 
 During the last PD workshop, the participants engaged in a simulation activity 
designed to promote communication, negotiation skills, and to facilitate organizational 
change. All study participants were present, and all completed the survey administered 
after the session was completed. Thus, the response rate 100%. The results including the 
mean score and standard deviation are presented in Table 4.4.  
Table 4. 4 
After PD Survey Results for Session 4 
Communication and Negotiationa Mb (SD) 
After participating in this professional development activity, I feel a 
greater understanding of negotiating change. 
 
1.53 (0.51) 
I enjoyed this professional development activity. 1.29 (0.47) 
I feel this professional development activity was relevant to my job 
(future job).  
 
1.41 (0.51) 
I feel this activity was relevant to my career development. 1.53 (0.72) 
I feel this activity changed my perception about myself as a leader. 2.00 (0.79) 
Note. an = 17.  bThe response strongly agree received a score of 1; agree received a score of 2; neutral 
received a score of 3; disagree received a score of 4; and strongly disagree received a score of 5. 
 
Overall the respondents strongly agreed or agreed that the PD activity provided a greater 
understanding of negotiation (M = 1.53) and changed their perception about themselves 
as leader (M = 2.00). They reported that the activity was enjoyable (M = 1.29), relevant to 
their job (M = 1.41) and career (M = 1.53).  
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Participant information survey. The participant information survey was administered 
for a second time at the conclusion of the study to collect information related to 
leadership, CoP, and professional behaviors. The purpose was to determine whether 
participant responses changed between pre- and post-intervention. The results from the 
survey are presented in the following section.  
Leadership. Participants responded to 30 statements about leadership behaviors 
on a 5-point Likert scale. The descriptive statistics, significance, and effect size for all 30 
statements are presented in Appendix J. Table 4.5 presents the descriptive statistics, 
significance, and effect size for select leadership behaviors that demonstrated change 
after the PD intervention and were identified in the reconnaissance phase as having a low 
response average (M < 3.00).  
Table 4. 5 
Leadership 
 Pre Post 
 
  
 Ma 
(SD) 
Ma  
(SD) 
P Cohen’s 
d 
Overall Leadership Behavior (n=16) 85.75 
(21.06) 
91.63 
(24.70) 
.07 0.26 
I share new information learned from reading 
books and/or journals with colleagues in 
my clinic (n=15) 
3.40 
(0.83) 
3.93 
(0.70) 
.04* 0.69 
I participate in online discussions, 
communities, list serves, et cetera to 
improve my practice (n=15)  
2.27 
(1.23) 
2.80 
(1.27) 
.14 0.43 
I attempt to influence decisions at the state or 
national level (n=13) 
1.69 
(0.95) 
2.00 
(1.23) 
.17 0.28 
I assume professional leadership positions 
outside the clinic (n=13)  
2.31 
(1.25) 
2.85 
(1.14) 
.24 0.45 
I challenge rules or policies in the clinic when 
I believe a professional issue is at stake 
(n=13) 
2.77 
(1.17) 
3.08 
(1.12) 
.44 0.27 
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Table 4.5 (continued) 
 
 Pre Post   
 Ma 
(SD) 
Ma  
(SD) 
P Cohen’s 
d 
I challenge rules or policies outside the clinic 
when I believe a professional issue is at 
stake (n=12) 
2.33 
(1.37) 
2.67 
(1.16) 
.27 0.27 
I network with other health care providers 
outside the clinic (n=14) 
3.57 
(1.02) 
3.79 
(0.58) 
.43 0.27 
I am (or have been) a clinical instructor for a 
physical therapy or occupational therapy 
student on internship (n=11)  
1.27 
(0.65) 
1.73 
(1.10) 
.21 0.51 
I participate in research (n=12) 1.92 
(0.79) 
2.42 
(1.20) 
.14 0.48 
I publish articles in peer-reviewed journals 
(n=11) 
1.27 
(0.65) 
1.64 
(1.03) 
.22 0.43 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. n = number of respondents, M = 
mean, SD = standard deviation. *p < .05, two-tailed. 
 
Only one leadership behavior (i.e., I share new information learned from reading books 
and/or journals with colleagues in my clinic) showed a significant difference between pre 
and post-intervention, p = .04. The effect size calculation demonstrated a medium effect, 
d = 0.69.   
The effect sizes were calculated for all statements to determine the magnitude of 
change between pre- and post-intervention survey scores using Cohen’s d. An effect size 
of 0.2 is considered small, 0.5 medium, and 0.8 large (Cohen, 1988, 1992, as cited in 
Field, 2013). Three additional leadership behaviors demonstrated a positive medium 
effect size between pre- and post-intervention. These statements were related to (a) 
assuming leadership positions outside the clinic (d = 0.45), (b) serving as a clinical 
instructor for a student on internship (d = 0.51), and (c) participating in research (d = 
0.48). A small positive effect size was observed in several behaviors including (a) overall 
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leadership behavior (d = 0.26), (b) reading to improve practice (d = 0.19), (c) 
participating in online communities (d = 0.43), (d) sharing new online information with 
colleagues (d = 0.18), (e) attempting to influence decisions in the clinic (d = 0.16) and at 
state or national level (d = 0.28), (f) challenging policies inside (d = 0.27) and outside the 
clinic (d = 0.27), (g) networking (d = 0.27), (h) creating new programs for the clinic (d = 
0.17), and (i) publishing in peer review journals (d = 0.43). 
Community of practice. To measure CoP modified items from the Classroom and 
School Community Inventory were used (Rovai et al., 2004). The aim was to determine if 
a change in the sense of community existed after the implementation of the PD 
intervention. Table 4.6 presents the descriptive statistics, significance, and effect size for 
select statements related to CoP that showed change after the intervention. Appendix K 
provides the findings of the CoP subscale in its entirety.  
Table 4. 6 
Community of Practice 
 Pre Post 
 
  
 Ma  
(SD) 
Ma  
(SD) 
P Cohen’s 
d 
I am a valued member of the team (n=14) 4.71 
(0.47) 
 
4.36 
(0.75) 
.10 0.56 
I believe my supervisor(s) has good 
intentions (n=12) 
4.67 
(0.49) 
4.42 
(0.52) 
.19 0.50 
     
I attend continuing education courses (n=16) 4.13 
(0.72) 
4.31 
(0.79) 
.19 0.24 
     
I encourage colleagues to share their thoughts 
and ideas (n=16) 
 
4.25 
(0.78) 
4.00 
(0.63) 
.16 0.35 
I address conflict directly and respectfully 
(n=16) 
 
4.13 
(0.72) 
3.88 
(0.89) 
.30 0.31 
I can speak freely with my supervisor(s) 
without fear of repercussion (n=15) 
 
4.53 
(0.64) 
4.27 
(0.46) 
.10 0.47 
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Table 4.6 (continued) 
 
 Pre Post 
 
  
 Ma  
(SD) 
Ma  
(SD) 
P Cohen’s 
d 
I feel that my colleagues care about each 
other (n=15) 
 
4.07 
(0.70) 
3.87 
(0.64) 
.33 0.30 
I feel connected to my colleagues (n=15) 4.60 
(0.51) 
4.13 
(0.52) 
.004* 0.92 
     
I feel confident that my colleagues will 
support me (n=14) 
4.14 
(0.86) 
3.71 
(1.20) 
.05 0.41 
     
I feel this job satisfies my professional goals 
(n=13) 
 
4.15 
(0.90) 
3.92 
(1.38) 
.34 0.20 
I feel that I matter to those who work in the 
clinic (n=14) 
 
4.50 
(0.65) 
4.36 
(0.63) 
.50 0.22 
I feel this job gives me ample opportunities to 
learn (n=14) 
 
4.57 
(0.85) 
4.21 
(0.80) 
 
.10 0.44 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. n = number of respondents, M = 
mean, SD = standard deviation. *p < .05, two-tailed. 
 
Only one statement about CoP showed a significant difference and large effect size 
between pre- and post-intervention (i.e., I feel connected to my colleagues), p = .004, d = 
0.92. The change in means from pre (M = 4.60) to post (M = 4.14), however, was 
negative.    
A medium, but negative effect size was calculated for the following three 
statements (a) I am a valued member of the team, d = 0.56, (b) I can speak freely with my 
supervisor(s) without fear of repercussion, d = 0.47, and (c) I believe my supervisor(s) 
has good intentions, d = 0.50. Additionally, a small negative effect size was found with 
several other statements related to (a) sharing of ideas, (b) addressing conflict 
respectfully, (c) feeling that colleagues care about each other, (d) feeling that colleagues  
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are supportive, (e) feeling that participants matter, (f) feeling that the job satisfies 
professional goals, and (g) provides learning opportunities. A small positive effect was 
found with regard to attending continuing education courses.  
Professional core values. To assess professional values items from the 
Professionalism in Physical Therapy: Core Values Self-Assessment instrument (APTA, 
2017b) was used. The purpose was to determine if a change in the professional core 
values existed after participating in the PD workshops. Appendix L displays the 
descriptive statistics, significance, and effect size for all statements related to physical 
therapy professional core values. Table 4.7 presents the results for the highest performing 
professional core value behaviors (d ≥ 0.50). 
Table 4. 7 
PT Professional Core Values 
 Pre Post   
 Ma  
(SD) 
Ma  
(SD) 
P Cohen’s 
d 
Professional Core Values (n=16) 94.69 
(18.39) 
100.25 
(19.23) 
.09 0.30 
Providing physical therapy services to 
underserved and underrepresented 
populations (n=13) 
2.31 
(0.75) 
3.15 
(1.21) 
.04* 0.83 
Internalizing the importance of using 
multiple sources of evidence to 
support professional practice and 
decisions (n=14) 
3.57 
(0.85) 
4.14 
(0.77) 
 
.02* 0.70 
Advocating for changes in laws, 
regulations, standards, and guidelines 
that affect physical therapist service 
provision (n=14) 
2.07 
(1.14) 
2.79 
(1.37) 
.01* 0.57 
Providing leadership in the community 
(n=15) 
3.00 
(0.76) 
3.40 
(0.83) 
.14 0.50 
Participating in collaborative relationships 
with other health practitioners and the 
public at large (n=13) 
3.46 
(0.88) 
3.92 
(0.76) 
.14 0.56 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. n = number of respondents, M = 
mean, SD = standard deviation. *p < .05, two-tailed. 
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Three professional core value statements showed significant change after the 
implementation of the intervention: (a) Providing physical therapy services to 
underserved and underrepresented populations, p = .04, d = 0.83; (b) Internalizing the 
importance of using multiple sources of evidence to support professional practice and 
decision, p = .02, d = 0.70; and (c) Advocating for changes in laws, regulations, 
standards, and guidelines that affect physical therapist service provision, p = .01, d = 
0.57. Positive medium effect sizes were calculated for the following statements: (a) 
Providing leadership in the community, d = 0.50; and (b) Participating in collaborative 
relationships with other health practitioners and the public at large, d = 0.56. 
Small, positive, effects (d = 0.2) were demonstrated in the overall professional core value 
average (d = 0.30) and 18 other statements as indicated in Appendix L.  
Revised-self leadership questionnaire. The RSLQ was administered for a 
second time to all participants at the conclusion of the study. The purpose was to 
determine a change in the three domains of self-leadership (i.e., behavior strategies, 
natural reward strategies, and constructive thought patterns) (Houghton & Neck, 2002). 
Fifteen participants responded to the survey; thus, the response rate was 88%. Descriptive 
statistics of the nine specific factors representing each dimension and the total pre and 
post-intervention score for each are presented in Appendix M. Table 4.8 presents the 
statements related to the behavior strategies of self-leadership that demonstrated change 
(d > 0.3) after the implementation of the PD intervention. Table 4.9 presents the self-
leadership statements related to natural reward and constructive thought pattern strategies 
that demonstrated change (d > 0.2) after the implementation of the PD intervention.   
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Table 4. 8 
RSLQ: Behavior Strategies 
 
Domaina Pre Post   
 Mb 
(SD) 
Mb 
(SD) 
p Cohen’s 
d 
Factor 2: Self-goal setting      
I establish specific goals for my own 
performance 
4.47 
(0.52) 
4.07 
(1.03) 
.08 0.49 
I consciously have goals in mind for my work 
efforts 
4.60 
(0.51) 
4.13 
(1.19) 
.17 0.51 
I work toward specific goals I have set for 
myself 
4.53 
(0.52) 
4.13 
(0.83) 
.14 0.58 
Factor 4: Self-reward      
When I do an assignment especially well, I 
like to treat myself to some thing or 
activity I especially enjoy 
3.27 
(1.16) 
3.73 
(1.16) 
.029* 0.40 
When I do something well, I reward myself 
with a special event such as a good 
dinner, movie, shopping trip, etc. 
3.13 
(1.13) 
3.87 
(1.25) 
.003* 0.62 
When I have successfully completed a task, I 
often reward myself with something I 
like 
3.27 
(1.34) 
3.80 
(1.21) 
.027* 0.42 
Factor 6: Self-punishment      
I tend to be tough on myself in my thinking 
when I have not done well on a task 
4.27 
(1.10) 
3.87 
(1.30) 
0.11 0.33 
I sometimes openly express displeasure with 
myself when I have not done well 
3.07 
(1.16) 
3.67 
(1.11) 
.08 0.53 
Factor 7: Self-observation      
I keep track of my progress on projects I’m 
working on 
4.20 
(0.68) 
3.93 
(1.03) 
.30 0.31 
Note. an = 15. bThe response completely accurate received a score of 5; mostly accurate received a score of 
4; a little accurate received a score of 3; somewhat accurate received a score of 2; and not at all accurate 
received a score of 1. M = mean, SD = standard deviation. *p < .05, two-tailed. 
 
Significant changes were found for each statement related to the self-reward subscale. 
Analysis of data revealed a significant change in the overall self-reward subscale, p 
=.009, d = 0.49. Additionally, the following individual statements also demonstrated a 
significant positive change (a) When I do an assignment especially well, I like to treat 
myself to some thing or activity I especially enjoy, p = 0.29, d = 0.40; (b) When I do 
something well, I reward myself with a special event such as a good dinner, movie, 
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shopping trip, etc., p = .003. d = 0.62; and (c) When I have successfully completed a task, 
I often reward myself with something I like, p = .027, d = 0.42. A positive medium effect, 
d = 0.53 was found for one statement in the self-punishment subscale (i.e., I sometimes 
openly express displeasure with myself when I have not done well).  
Medium negative effects were found for the following statements related to self-
goal setting: (a) I establish goals for my own performance (d = 0.49), (b) I consciously 
have goals in mind for my work efforts (d = 0.51), and (c) I work toward specific goals I 
have set for myself (d = 0.58).  Additionally, small negative effect sizes were calculated 
for statement related to self-observation and self-punishment.  
Table 4. 9 
RSLQ: Natural Reward and Constructive Thought Strategies 
 
Domaina Pre Post   
 Mb 
(SD) 
Mb 
(SD) 
P Cohen’s 
D 
Factor 1: Visualizing successful performance      
I use my imagination to picture myself 
performing well on important tasks 
4.20 
(0.68) 
3.80 
(1.08) 
.21 0.44 
Sometimes I picture in my mind a successful 
performance before I actually do a task 
3.93 
(.80) 
4.20 
(1.08) 
.30 0.28 
I often mentally rehearse the way I plan to 
deal with a challenge before I actually 
face the challenge 
4.27 
(0.70) 
4.13 
(0.99) 
.64 0.16 
Factor 3: Self-talk      
Sometimes I find I’m talking to myself (out 
loud or in my head) to help me deal with 
difficult problems I face 
4.27 
(0.88) 
3.93 
(1.10) 
.06 0.34 
Factor 5: Evaluating beliefs & assumptions      
I think about my own beliefs and 
assumptions whenever I encounter a 
difficult situation 
4.00 
(1.13) 
4.20 
(.76) 
.33 0.21 
I openly articulate and evaluate my own 
assumptions when I have a disagreement 
with someone else 
3.13 
(0.92) 
3.33 
(1.11) 
.38 0.20 
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Table 4.9 (continued) 
Domaina Pre Post 
Mb 
(SD) 
Mb 
(SD) 
P Cohen’s 
D 
Factor 8: Focusing on natural rewards  
I try to surround myself with the objects and 
people that bring out my desirable 
behaviors 
4.27 
(0.46) 
4.13 
(0.83) 
.58 0.21 
When I have a choice, I try to do my work in 
ways that I enjoy rather than just trying to 
get it over with 
3.93 
(0.70) 
4.07 
(0.88) 
.50 0.18 
Note. an = 15. bThe response completely accurate received a score of 5; mostly accurate received a score of 
4; a little accurate received a score of 3; somewhat accurate received a score of 2; and not at all accurate 
received a score of 1. M = mean, SD = standard deviation.  
No significant changes were found in the analysis of the constructive thought pattern and 
natural reward strategies. Results yielded a mixture of small positive and negative effects. 
Small positive effects were seen in the following subscales: (a) visualizing successful 
performance, (b) evaluating beliefs and assumptions, and (c) focusing on natural rewards. 
Three sub-scales demonstrated small negative effects: (a) focusing on natural rewards,  
(b) self-talk, (c) and visualizing successful performance.  
Qualitative Findings 
During the evaluation phase, qualitative data were gathered through open-ended 
questions on the participant information survey and from interview responses. The aim 
was to gather perspectives, perceptions, and recommendations related to the professional 
development sessions as well as to capture any changes in study participants’ perceptions 
about leadership and the recently created CoP. A discussion of the findings for each 
qualitative data source is presented in the following section. 
Participant information survey. During the evaluation phase, qualitative data 
were gathered through six questions on the participant information survey: In your own 
words, define your profession. In your own words, define leadership. What are the 
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qualities of an effective leader? How do you think of yourself as a leader? What 
leadership qualities would you like to improve in yourself? In your opinion, how can 
ABC Rehabilitation support your learning and professional development? The sections 
below present the results of the qualitative analysis.   
Definition of physical therapy.  Overall three main themes emerged from the data 
related to the definition of physical therapy: (a) optimize movement, (b) promote health, 
and (c) improve quality of life. One owner described physical therapy as “health care 
designed to return the individual to functional mobility without limitation . . . with 
improved quality of life and independence.” Other physical therapists described it as a 
profession that “helps people achieve functional goals,” “decrease pain,” “optimize 
human movement,” and empowers “patients to lead a healthy lifestyle.” A final response 
summarized by an aspiring physical therapist included all three themes: “physical 
therapists promote recovery and improve health, wellness, and quality of life in people 
with movement related health conditions. A physical therapist is a movement system 
expert.” 
Two participant responses highlighted the role of physical therapists within the 
broader scope of the healthcare system. One owner wrote, “physical therapists should be 
the go-to profession for neuro-musculoskeletal dysfunction and function as professional 
gatekeepers into healthcare system in these cases.” A physical therapist explained that 
physical therapy is a “healthcare profession that saves healthcare money and improves 
the quality of life and health of the community through conservative treatments.”  
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Definition of leadership. Based on participant responses the definition of 
leadership involved (a) motivating a group to work toward change, (b) providing support, 
and (c) acting as a role model. A discussion of each theme with supporting quotations is 
presented below. 
Motivate to work toward change. Many respondents acknowledged that 
leadership involves working with others to achieve a mutual purpose. For example, 
“leadership is defined as a person in a role that has the ability to organize others to 
achieve a unified goal.” According to one owner of ABC Rehabilitation, “Leadership is 
the ability to educate, motivate and excite those around you to uphold the highest level of 
practice and advocate for changes to improve on that practice.” Other physical therapists 
expressed that a leader is a “strong individual” that is “able to drive positive change . . . 
guiding a group of people to reach a common goal” with “competence and compassion.” 
Provide support. The notion that leadership is associated with supporting and 
empowering others to work together emerged from data analysis. One physical therapist 
expressed that leadership involved “guiding change . . . uplifting and guiding individuals” 
toward a common goal. Others stated, “a good leader is a person who . . . is able to 
inspire and empower others” and is a “source of direction for others to learn, grow, and 
change.” Thus, leadership involves encouraging others to work in tandem to achieve 
desired outcomes.  
Act as a role model. According to study participants’ survey responses, leadership 
involved acting as a role model to others. One physical therapist stated, “a leader is a role 
model who displays behavior . . . that others may see as an example.” A leader portrays 
admirable qualities and behaviors that others may emulate.  Other respondents asserted 
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that a good leader is “trustworthy, smart,” demonstrates “competence and compassion,” 
and handles situations with “integrity.” 
Qualities of an effective leader. Participants were asked to describe qualities of 
an effective leader. The data were reviewed, organized, and distilled to identify six 
common characteristics. According to participant responses, qualities of an effective 
leader included being confident, trustworthy, compassionate, motivated, inspiring, and an 
excellent communicator.   
Self-perception of leadership. When participants were asked how they 
conceptualize themselves as leaders, several respondents described leadership behaviors 
related to patient care. For example, one physical therapist wrote, “I think that I take on 
leadership positions when I am working by setting an example for quality care of 
patients.” One of the owners revealed, “I am a mentor and teacher always willing to share 
knowledge to improve patient care.” In regard to patient care another physical therapist 
commented:  
I believe I do exhibit some of the leadership qualities that I perceive as important 
for a leader to have. I believe I am compassionate, trustworthy, open-minded, and 
altruistic. My mindset is usually always focused on what can be done to help the 
most people and doing so with little to no harm. 
 
Other comments included: “I think that I uplift my team and help them find success in 
their own self” and “I think I am a leader because I have the ability to be the glue that 
holds people together. I am able to keep a group of people interested and help them work 
together as a unit.” An owner of ABC Rehabilitation wrote, “I start new programs that 
involve working outside of traditional patient care hours to help the business grow and 
improve the lives of our patients and community members. I demonstrate lifelong 
learning.” 
118 
 
Desired leadership qualities. The participants were asked, What leadership 
qualities would you like to improve in yourself? Three themes emerged from the 
responses to that prompt. Overall, respondents desired to become more confident, 
improve communication skills, and develop the ability to inspire others. Each theme is 
described in the following section. 
Confidence. Overall confidence was the most common response from the 
participants. Some respondents described confidence in job duties. For example, “I would 
like to be more confident in my abilities as a PT” and “I would like to improve my 
confidence . . . in a leadership position.” Others described confidence in relation to 
expressing opinions or viewpoints: “Confidence in my own opinion—I keep a lot of my 
thoughts to myself but I need to be more confidence to voice my opinion.” One aspiring 
physical therapist wanted to be “more outgoing, more likely to stand up to what I know is 
right.” Another aspiring physical therapist expressed the desire to “be strong.”  
Communication. Improving communication resonated throughout the responses. 
Owners of ABC Rehabilitation and clinicians expressed the desire to have “better 
communication skills” for “conflict resolution,” “teaching,” and “to build more trust from 
my team.” One physical therapist stated, “I would like to improve on communication 
skills, so I could be a better communicator during conversations especially those that 
require negotiations.”  
Ability to inspire. The ability to inspire and influence others emerged from 
participant responses as a desired leadership quality. One physical therapist would like to 
be “more outspoken to invoke passion in others for the work we do.” Another aspired to 
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“inspire and motivate others.”  The sentiment was echoed by one of the owners of ABC 
Rehabilitation: 
I would also like to improve on my positive influencing skills. I would like to 
create a greater positive influence on our healthcare community in order to 
improve the quality of care for our patients and to improve the quality of our 
workplace satisfaction as clinicians. 
 
Development of community of practice. The survey responses revealed an overall 
consensus that ABC Rehabilitation supports learning and professional development. 
According to the office manager, “They do a great job of this already. I am not sure what 
more they could do for our staff!” A physical therapist stated, “Everyone is so 
knowledgeable, and everyone shares their opinions and cares for one another.” Other 
individuals expressed their appreciation and wish to maintain current practices such as 
“clinical meetings” and employee educational benefits “to encourage professional 
growth”.  
Interviews. A total of five interviews were conducted with seven participants: 
three individual interviews with the owners of ABC Rehabilitation and two small group 
interviews with two participants in each group. The purpose of the interviews was to 
share responses to the PD activities and to gather overall impressions, perspectives, and 
recommendations for future iterations of action research. The interviews were semi-
structured and guided by a protocol of open-ended questions. Prior to interviews, each 
participant received a copy of the interview protocol to help formulate their responses 
(Appendices D and E). 
Through analysis of comments made during the individual and small-group 
interviews, six themes emerged: (a) awareness of leadership, (b) redefining culture, (c) 
intentional relationship development, (d) renewed dedication to community, (e) need for 
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improved communication, and (f) barriers to leadership development. The following 
section presents a discussion of the themes with quotations to provide rich description.  
Awareness of leadership. Overall, the participants acknowledged they gained 
new awareness of and knowledge about leadership through the PD workshops. The 
majority of the participants had never received formal leadership training until they 
participated in this action-research study.  
I think it’s that awareness, you brought the awareness to me. Oh yeah this is really 
important and no we’re not doing this. Our students, as a former faculty member, 
our students aren’t getting this, and I wouldn’t expect our clinicians to know this, 
and this is important. 
  
Leadership training in physical therapy entry-level and post-graduate education is not 
standard. The aspiring physical therapy students substantiated the lack of formation when 
asked whether they had leadership training in school:  “No, not really. I'm trying to think 
back. It's been two years. Not that I can really remember about leadership.” Another 
aspiring physical therapist responded, “I don't think we've had a management or any type 
of business course that stresses leadership. I wouldn't say we've had anything like that.”  
The notion of a transformational leader who inspires others to work together 
toward a mutual purpose to create change was novel:  
I think the definition of transformational leadership is new to me. I feel like every 
time I turn around, I hear it, which is good. I don’t think I would have thought 
about leadership in the way that you have brought it to the forefront without you. I 
wouldn’t be looking for it. 
 
In addition, many had not previously considered the difference between leadership and  
 
management: 
  
I think one of the big things I took out of one of the early meetings was the 
difference between management and leadership. I never really processed or 
thought about it before but that a leader doesn't necessarily have to be in an admin 
role, you can be leader of anything.  
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One owner described the difference as “thought-provoking . . . to think yeah this person 
might be a good boss, but are they good leader? Kind of made you think about what you 
need to do to be a good leader in the future.” A physical therapist commented, “I never 
really thought of  . . . the difference between administration and leadership. I think 
getting people to be better leaders is important.” Other participants reported they gained 
“a better understanding of the difference between being a traditional boss versus being a 
leader.” Another physical therapist revealed, “I always think that leaders have to be very 
decisive. It just makes me feel like I'm not a leader” but “each individual does have the 
potential” to be a leader” “even in a small role.” The same individual continued: 
It's diffusive. That brings the whole team together, understanding that you may 
not be the person at the very top who's delineating the vision, but everyone's role 
is integral in achieving the same outcome.  I think learning the leadership within 
my own soft and fluffy existence. . . . within the individual context, I think it 
helped. 
 
Becoming aware of transformational leadership and understanding the difference 
between management affected the way participants approach their job and view their role 
at ABC Rehabilitation. One physical therapist responded that  
being a leader of something and in having a vision in something, you are taking in 
the other person's perspective. I have to take into account what's the other person's 
perspective and making sure we're all on the same page and that we're going in 
the same direction. 
 
The office manager reported that the PD sessions “definitely gave me a little bit more 
direction about how to interact with them to make sure they're fulfilling what they want 
and not necessarily what I would want. It definitely helped bridge that gap.” A therapist 
commented: 
It definitely made me take a look back at some of the situations that have 
happened previously and how they could have been handled differently because 
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of my attitude. Trying to be a little more aware of the things that I say or how I 
can make someone feel based on an action that I do. . . . So it gave me a way of 
thinking about what different tactics I could use to make sure I'm aware of others. 
 
Overall, those participating in the interviews reported a change in their understanding and 
knowledge about transformational leadership. Additionally, the owners of ABC 
Rehabilitation have created new opportunities for leadership within the clinic:   
One thing that we have changed since the start of the study was the way that our 
clinical meetings were run to try to get them to take more leadership. We had a 
Google doc and assigned a clinician every other week so they're in charge of 
running the clinical meeting.  
 
This opportunity provided “a leadership role to . . . give everyone an opportunity to shine 
and talk things out and . . . hear other opinions that might actually help you out in the 
future.” 
Redefining culture. ABC Rehabilitation has a “well established” culture based on 
the value that patients come first and are the top priority. One owner stated, “We've 
always been patient-centric. We're going to offer the best care around, and that's how 
we're going to build our model. I've always thought about employees right after that, 
there's no doubt.” Another owner offered this perspective:  
We’re all patient-centered, all of us, and that is part of our culture. That’s why 
people come to work for ABC Rehabilitation. They know that it’s one-on-one and 
they’re coming here for that. They’re willing to sacrifice a higher pay at another 
facility because they want the one-on-one care that’s a big part of our culture. 
 
After completing the PD sessions, reevaluation of the patient-first culture was evident in 
the comments provided by the leaders of ABC Rehabilitation: 
One of my big take-homes out of this whole thing was how to become more 
employee-centric. I think I always put the patient first, and I think that's wrong 
and should put the employee first. I think if the employee comes first, they will be 
more engaged in their job and that will roll over into the patient, not the flip of 
that whole thing. We need to figure out a way for employees to come to work and 
be happy at work . . . [because] then the patient’s experience is going to be better 
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because of that.  So, it kind of made me flip those two things. I think in my head it 
was always patient first then employee, but now it's flipped to employee then 
patient as far as from a business standpoint. So, I'm trying to figure out ways to do 
little things for employees to make them value their job more and maybe feel 
more respected at work.  
 
Improving employee engagement may have a positive impact on patient care: “Patients 
will notice when you have engaged employees when they walk in, and they'll notice 
when you don't have engaged employees. There's nothing worse than going somewhere 
and having unengaged employees.” Thus, a goal for the owners of ABC Rehabilitation is 
to “figure out more ways to just make them [employees] feel more valued . . . [and thus 
we need to] really push into a more employee-first culture.” When asked about redefining 
the culture of ABC Rehabilitation, a second owner revealed: 
I think we've got some work to do in that area for sure. I think that what I would 
like to see happen is a culture of community service. A therapist-focused culture 
that builds a therapist up in their practice, and their ideal pillar or specialty. Kind 
of building them up and giving them the space and the environment to achieve 
what they want, whether it's being a business owner, or a neuro-specialist, or a 
sports orthopedic specialist. I think that's the culture I would like to see flourish. 
 
The commitment to the professional growth and development of clinicians has 
been a priority and “lifelong learning is definitely part of the culture.” From the 
leadership’s perspective, the goal “is for everybody to have a specialist certification” in 
an area of practice that is meaningful to them. Based on responses, employees feel 
supported in their pursuit of higher learning. According to one study interviewee, 
continued education is “something that's appreciated and it's something that I don't feel 
like I would ever be held back or be told no. . . . I don't think I would ever have a 
challenge with that.” A challenge one owner identified, however, was how to get all 
clinicians to be passionate and engaged with lifelong learning. The same owner explained 
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“I’m in charge of clinical education right now, and we’re getting to the end of the year . . 
.  [but] nobody has used up their money [allocated to them for continuing education].” 
Intentional relationship development. Team building and relationship 
development were a focus of the all four PD sessions. Based on the responses to 
interview questions, the need for more intentional relationship development emerged. 
Overall, participants enjoyed the team-building activities and described improvements in 
communication after participating in the PD. One physical therapist stated, “I feel like I 
got to know my co-workers a little bit better, how they operate in a group situation 
because most of the time it's one-on-one.” The billing manager reported that “it was nice 
because we got to interact with the therapists and . . . everyone.” Others expressed that 
they “liked the team building” and that it was “fun to do something outside the norm.” 
With regard to the CliftonStrengths assessment, discussion, and activity, one physical 
therapist reported, “It's definitely helped a lot. Figuring out what personality is what, how 
to talk to them without them feeling offended or sensitive or upset about how I would say 
something. It's even helped with my husband!”  
 The owners of ABC Rehabilitation enjoyed the activities, and one reported,   
“I think overall they were great. I really liked the last session that we had. Where we 
were placed in different roles and had to negotiate. It was fun and also interesting to see 
different personalities.” But all three owners expressed concern about relationship 
development and sustaining the team-building effort. For example, from one owner’s 
perspective:  
Honestly, we lack in that area. We're not consistent enough with it. We’ll throw a 
team-building event out there once in a while, but it's not a regular thing and it 
needs to be a regular thing as we keep growing. We’re up to two offices. There 
are employees at the other office that I'm never going to work with, ever.  We 
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have a clinician over there that I've never sat next to, I've never treated [patients] 
next to, and this is a new thing. [Further,] we're getting ready to hire somebody 
else, and people are never going to work with this person. If we add more offices, 
how do we keep everyone together, knowing who each other are? That's a friend 
over there, it's not just a co-worker. That's somebody that I care about and I know 
what's going on in their life and I want to be involved. 
 
From a second owner:  
I think just getting out and getting to know people is pretty helpful. We talked 
about yesterday building trust and you have to build relationships before you can 
build trust and I feel like I don’t know a lot of our clinicians. I think that's the only 
thing that's missing for us. We just don't have the relationships established.  It is 
difficult. I think that there's probably more relationships among some of the 
clinicians than there is between [the leadership] and the clinicians mostly because 
there's an age gap. We're in different stages of our lives. There's just different 
after work interests so it's hard to find common ground. But I think that we should 
probably make more effort to have more social time together. 
 
The third owner echoed the sentiment about a disconnect existing between the owners 
and the clinicians: “I definitely think there is [a disconnect].” 
Renewed dedication to community. Social responsibility is a core value of the 
physical therapy profession and is important to ABC Rehabilitation as an organization. 
As one physical therapist stated, “I believe the heart of my profession is purely to serve 
our community.” To help instill the same value in the all participants, a community 
service project was included in the professional development series. From the viewpoint 
of one owner, the project was intended to help clinicians 
realize we were trying to do something good for the community and get 
everyone’s participation. . . . I don’t know that everyone understands how it’s tied 
to the business. The more the community hears our name and what we do when 
they get injured, the more they’re likely to remember us. 
 
While all study participants helped with the preparations in some way, “some of them 
participated with the Moving Day. I didn't really know they were planning to do that. I 
think that was definitely big.” One respondent highlighted that “becoming involved in the 
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community . . .  [is] going to help . . . keep people passionate about the work that they're 
doing in the clinic as well as seeing that positive effect in the community.” 
 Community service has continued for ABC Rehabilitation since the conclusion of 
the study. One owner reported that  
We’ve started this food drive and we’ve already rolled into other community 
service projects. I don’t know if this project helped facilitate that, but I don’t 
remember having a food drive last year. So, we’re having a food drive and also 
adopting a family for Christmas . . . we’re definitely carrying on with more 
community service type activities.  
 
A similar statement was echoed by another owner: 
I think this year we’ve just exploded in that area. We've supported multiple 
fundraisers and different things. It's been a big hit, and it's been good for social 
media marketing as well as for just getting our name out there. I would like to 
find time in our therapists’ schedule to let them seek those things out.  It's hard 
but I think that the return on investment is valuable . . . in the commitment of the 
therapist to the company as well as our ability to just keep our name out there. So, 
clients and return clients and potential clients will keep coming around. 
 
Importance of communication. Strategies for effective communication were 
threaded throughout all of the PD workshops. Overall, participants agreed that the Clifton 
Strengths online assessment was a helpful tool for learning to communicate better with 
others, and many expressed that they would have “liked to spend more time on the 
strengths-based leadership.” According to one physical therapist “just understanding [our 
strengths] . . . helps us all communicate with each other better.” From an owner’s 
perspective, “I think it's really helpful for us to know those things and be really cohesive 
together. I think that overall it's helpful to have improved communication between the 
three of us [owners] to remain cohesive.” 
Participants also enjoyed the simulation activity from the Program on Negotiation 
at the Harvard Law School (Babbitt & Susskind, 1996). The focus of the role play was 
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leading change, developing trust, and conflict negotiation. One physical therapy student 
stated, 
I think the role play was pretty interesting because even if you got a part that you 
didn't like, you had to try to see it from a different side, especially if you didn't 
believe in it, to see how conflicts can happen and compromise can help. 
 
The notion that conflict is not always negative resonated with some interviewees, “I think 
that I probably value some conflict in a way more after this. Understanding that that can 
be the catalyst to better communication.”  According to an owner of ABC Rehabilitation, 
Since the beginning I always thought that my role is to unconditionally see things 
from both sides. This just reinforces that a little bit more. To take a step back, 
don't react to things, you just process them and try to reflect on them. Then 
sometimes it's best to take a couple days to figure out what is the best way to 
handle the situation.  
 
Another lesson learned by an aspiring physical therapist from the role play was 
compromise. 
A big thing I learned, especially from the role play, is that compromise is a huge 
part of being a good leader. Listening to everybody even if it's a group or only 
two people, compromising is a really great trait to have.  
 
In addition to lessons learned, the need for more training in negotiation and conflict 
resolution emerged in another owner’s comments:  
I think I need more training on conflict resolution. I need conflict resolution as a 
part of leadership. It’s a pretty broad term. I think I'm really good at some aspects 
of leadership and conflict resolution I am not so good at. We’ve had a lot of 
conflict since this started, a lot of behind-the-scenes conflict that feels unresolved. 
So, I would like to figure out moving forward like how I can better address a lot 
of that. . . . personally, I don't handle conflict well [and thus] I tend to avoid it and 
run away from it. 
 
Barriers to leadership development. The final theme that emerged from the 
interviews was the existence of barriers that limit leadership development. Three barriers 
identified were (a) time, (b) engagement, and (c) experience level. Because of the 
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demands of health care and the nature of outpatient physical therapy, time is a rare 
commodity for anything beyond serving patients. The ability to communicate and 
develop relationships with coworkers is something that is lacking  
on a day-to-day basis. We're in there just focusing on the patients and getting the 
job done. And we might communicate about the case, or about the schedule, or 
this or that, but nothing that's really meaningful and thoughtful outside of the 
task—just treating patients. 
 
A similar comment came from another interviewee: 
 
There's just not enough time. . . . When you're here and you're with your patient, 
that's it.  There's no checking email. There's no checking your phone . . . [and] 
with that comes a disconnect between colleagues. We work side-by-side but it's 
difficult to develop relationships. . . . I know there are relationships happening, 
but it's not happening between the leadership team as much. 
 
A second barrier to developing leadership skills was the existence of other priorities in 
study participants’ personal and professional lives that limit engagement. One owner 
explained, “I think right now it's just busy trying to figure out the heavier work 
schedules. We just opened a clinic. So, there are a lot of other things that are just taking 
priority.” Another interviewee suggested that “if we did this in the summer, we would 
have more time. Again. . . . this at our absolute busiest time of year.”  
Other hurdles that affect engagement in leadership development include personal 
challenges: “I think some get it, and some don’t. And I think people have stuff. People 
have sick kids, sick parents, sick grandmas, and husbands with businesses.” For example 
one of the physical therapists “has a little too much going on in her personal life right 
now to invest time in herself and her profession.” From an owner’s standpoint promoting 
engagement remains a challenge. 
One of my goals right now is to figure out ways to promote that engagement, 
especially the collaboration with coworkers more to the point that in some manner 
incentivizes people to actually do that. You can still be engaged in your job and 
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have three or four kids at home or have a sick baby at home and still be engaged 
in your work. There is no doubt about it. So my big thing is how do I get them 
more involved? 
A third barrier for leadership development according to two of the owners of 
ABC Rehabilitation was that the younger clinicians were not as committed to their job 
and “maybe aren't so vested and it's more of a stepping stone.” The younger clinicians are 
“not tied down, no kids . . . no commitments, no houses, no nothing.” Another owner 
observed that novice clinicians “just don't have the experience to know what they should 
be developing.” 
Discussion 
The purpose of this study was to understand how professional development 
activities influenced leadership and a community of practice at ABC Rehabilitation. The 
study included 17 participants consisting of 8 physical therapists (including the three 
owners of ABC Rehabilitation), 1 occupational therapist, 3 staff members (billing 
manager, office manager, front desk coordinator), and 5 physical therapy students from 
Physical Therapy University. These individuals were invited and agreed voluntarily to 
take part in a series of four professional development workshops, complete online 
surveys, and participate in interviews.  
Using information from initial discussions with the clinic owners and data from 
the reconnaissance phase, four main areas of concentration were identified for the PD 
intervention: (a) understanding transformational leadership, (b) engaging in community 
service, (c) building relationships between team members, and (d) improving 
communication skills. During the planning stage, the clinic owners and I collaboratively 
designed the PD to address each focus area. In the evaluation phase, data were gathered 
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and analyzed to answer the primary research questions: How does professional 
development affect the development of leadership skills of physical therapists at ABC 
Rehabilitation? How does professional development affect the development of a CoP at 
ABC Rehabilitation? A discussion of each research question is presented in the following 
section.  
Development of Leadership Skills 
In this mixed-methods action-research project, the triangulation of data from 
multiple sources helped to corroborate the findings and answers to research questions 
(Creswell, 2014; Ivankova, 2015). Results from the following qualitative and quantitative 
data sources were analyzed: (a) participant information survey, (b) individual and small 
group interviews, (c) after-PD surveys, and the (d) RSLQ to answer the first research 
question. Discussion of the key results and findings are presented below.  
Understanding transformational leadership. In this study the term leadership 
refers to transformational leadership (Burns, 1978) where leaders and followers work 
together to create change and achieve mutual goals. Analysis of qualitative data collected 
during the during the reconnaissance phase revealed that not all participants distinguished 
the difference between leadership and management. Several definitions of leadership 
reflected qualities that were more consistent with management: (a) “manage, direct, 
assist”; (b) “take the initiative to be in charge”; and (c) “make sure those you are working 
with are following your lead to make sure things are running as they are supposed to be.” 
Additionally, participants perceived they were acting as a leader when they were in (a) 
“control of all situations”; (b) “able to make decisions”; (c) “delegate[e] tasks to a 
group”;  and (d) “tell somebody when they are going in the wrong direction with a task.” 
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After participating in the PD workshops, the qualitative data revealed a shift in the 
way participants defined leadership and in how they perceived themselves as leaders. For 
example, in the evaluation phase, respondents defined leadership as the ability to (a) 
“educate, motivate, excite”; (b) “drive positive change”; (c) “inspire and empower 
others”; and (d) act as “a role model” who guides “a group of people to reach a common 
goal.” Evidence of the participants’ new awareness of transformational leadership was 
also reflected in their self-perceptions. Respondents believed they acted as a leader when 
they set “an example,” “uplift others,” “help [people] work as a unit,”  serve as a “mentor 
and teacher,” and “start new programs.”   
Analysis from data collected through the interviews corroborated the new-found 
awareness of leadership. Many had never heard of transformational leadership (i.e., “the 
definition is new to me”) nor had they considered the difference between leadership and 
management (“one of the big things I took . . . was the difference between leadership and 
management. I never really processed or thought about it before”). In addition, to 
understanding transformational leadership, participants also came to realize that anyone 
can be a leader regardless of position in the organization (i.e., “a leader doesn’t have to 
be in an admin role”).  
Additionally, after the project began, clinic owners changed the model for the 
clinical meetings at ABC Rehabilitation. Instead of an owner leading the meetings, a 
schedule was created to allow each clinician an opportunity to choose the topic and lead a 
meeting thus, demonstrating a change in leadership within the clinic and a shift to 
promote engagement and collaboration.  
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Quantitative data gathered from the after-PD surveys, participant information 
survey, and the RSLQ support the qualitative findings. Based on analysis of results from 
the after-PD surveys, all participants agreed or strongly agreed that the first and second 
PD sessions were enjoyable, relevant, and improved understanding of leadership (M = 
1.71), and personal strengths (M = 1.44).  
The participant information survey revealed a positive change in many leadership 
behaviors from pre- to post-assessment. One statement demonstrated a significant change 
after the PD intervention (i.e. sharing new information learned from books and journals 
with colleagues, p = .04) and the majority of the other statements yielded a small (d = 
0.2) or medium (d = 0.5) positive effect size, thus indicating a change in leadership 
behavior.   
Six statements, however, showed a negative change in effect size for leadership 
behaviors related to communication, understanding the purpose and operations of the 
clinic, volunteering to take on new tasks, belonging to professional organizations, and 
attending professional conferences. It is possible that after participating in the PD 
sessions, participants gained a new awareness of leadership, thus influencing how those 
behaviors were rated. The negative change may also be due in part to the small sample 
size, relatively high pre-score for each behavior, or short amount of time between 
administration of the pre- and post-assessment.  
As a measure of self-leadership, the RSLQ assessed how individuals influence 
themselves to achieve goals and manage behavior. The scale examined behavior in three 
areas: behavior strategies, natural reward strategies, and constructive thought pattern 
strategies. Results from the RSLQ demonstrated significant positive changes in the self-
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reward subscale (p = .009). Self-reward (i.e., rewarding oneself after completing a task) is 
part of the behavior-focused strategies domain, thus, demonstrating an increase within 
that particular sub-scale. In addition small positive effects in the natural reward and 
constructive thought pattern (i.e., evaluating beliefs and assumptions and visualizing 
successful performance) strategies indicated a change in those sub-scales.  
Interestingly the statements related to self-goal setting on the RSLQ yielded 
medium, negative effects (I establish goals for my own performance, I consciously have 
goals in mind for my work efforts, and I work toward specific goals I have set for myself) 
and small negative effect sizes were found for the statements related to self-talk and self-
observations. An explanation for the decrease in self-leadership score post-intervention 
may be that the participants acquired new information from the PD sessions. Learning 
more about leadership, having a different perspective at the end of the study, and gaining 
a new awareness that they have more to learn may have caused participants to respond to 
the statements on the RSLQ differently. In addition the negative change may be due to 
the small sample size and the short amount of time between administration of the pre and 
post-assessment. 
The findings that the physical therapists at the beginning of this study were not 
aware of transformational leadership are not surprising and are consistent with the 
literature that previously identified a dearth of leadership development in entry-level and 
post-graduate physical therapy education (Dean & Duncan, 2016; LoVasco et al., 2016; 
Jensen et al., 2017a, 2017b; McGowan & Stokes, 2015a; Tschoepe & Davis, 2015). 
Evidence suggests participants in this study gained new knowledge and awareness of 
transformational leadership through the PD sessions that may have influenced changes in 
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behavior. The results from this action-research study provide initial evidence that 
leadership skills may be influenced through an intentional professional development 
program.  
Engaging in community service. One of the core values of the physical therapy 
profession is social responsibility. Engaging with the community has been linked 
positively with the development of professional behaviors and leadership (Black et al., 
2013; Crandell et al., 2012). ABC Rehabilitation as an organization understands the 
importance of community engagement, and through this action-research project, our goal 
was to instill or reinforce that value in the study participants. Thus, all participants took 
part in a fundraising effort to support the Parkinson’s Foundation Moving Day, and as a 
group they raised $2430.00.   
Analysis of qualitative data in the evaluation phase from open-ended questions 
and interviews highlighted participants’ awareness of community service and social 
responsibility. For example, some respondents expressed the purpose of physical therapy 
is to serve the community, educate, and improve community health. Interview data 
echoed the notion of community service. Interviewees reported an increase in community 
involvement and that ABC Rehabilitation had sponsored several other community 
projects after participating in Moving Day.  
The qualitative findings were supported by some of the quantitative results. The 
participant information survey demonstrated a significant change in two statements 
related to community service: (a) advocating for changes in laws, standards (p = .01, d = 
0.57), and (b) providing PT to the underserved and underrepresented (p = .04, d = 0.83). 
In addition, a medium effect size was calculated for (a) providing leadership in the 
135 
 
community (d= 0.50), and (b) participating in collaborative relationships with other 
health professionals and the public at large (d = 0.56).  
The data suggest that becoming more involved in the community may have 
positive implications for leadership development among the physical therapists at ABC 
Rehabilitation. Participating in a community service project provided an opportunity for 
the participants to work together to achieve a common goal and benefit the community at 
large.  
Building relationships. Working in collaborative relationships is essential in 
health care. Successful teams require training in communication, relationship 
development, and effective team work (Schmitt et al., 2011). Team-building activities 
were incorporated into all of the PD sessions. Qualitative data from the interviews 
revealed positive changes related to the development of relationships among students, 
clinicians, and staff. Overall, they enjoyed interacting through the various team-building 
activities and getting to know each other outside of the typical work duties. The 
CliftonStrengths assessment was a beneficial tool that helped with understanding 
personalities and how to communicate.  
However, while all three owners enjoyed the team-building activities, they 
described a disconnect in the relationships between the leaders of ABC Rehabilitation 
and the employees. In terms of team building, they acknowledged “we lack in that area” 
and are “not consistent with it.” Trust is important for relationship development, and one 
owner admitted, “I don’t know a lot of our clinicians.” These sentiments were echoed in 
some of the open-ended responses on the participant information survey. Physical 
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therapists indicated that building trust, developing relationships, and improving 
communication were leadership qualities that still needed improvement.   
While some data show improvements in relationship development, other data 
indicate that more work in this area is warranted. ABC Rehabilitation has a patient-first 
culture. Because priority is given to the patients, the intentional development of teams 
and relationships may have been neglected. Additionally, lack of time, multiple clinic 
locations, and personality differences among the owners may be obstacles to relationship 
development. Because therapists and support staff are dedicated to serving patients 
during a typical work day, time for relationship development beyond patient care does 
not exist. Other challenges include multiple clinical sites and leaders with different 
personalities. Without an intentional effort, geographic distance between employees of 
ABC Rehabilitation may impede relationship development. It is also possible that the 
different personalities and leadership styles of owners may play a role in relationship 
building. Thus, an intentional and concerted effort by the owners is needed to strengthen 
relationships and build trust among employees at ABC Rehabilitation.  
Interestingly, a need to redefine the culture was identified by two of the owners 
during the interviews after the conclusion of the PD workshops. Both discussed a shift to 
a more “employee-centric” mindset where the focus is on the employees before the 
patients. This may help not only to improve engagement but also to build relationships 
among coworkers.  
Improving communication skills. Effective communication is essential to 
successful team work (Schmitt et al., 2011). Examination of participant responses on the 
participant information survey in the reconnaissance phase revealed a desire for 
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improvement in communication (i.e., to be more clear, organized, and confident). In 
addition participants believed that improving communication skills would help them 
become more effective leaders. Communication and developing communication skills 
was embedded in each of the PD sessions. During some sessions communication was 
addressed indirectly through group activities and discussions. In the final session I 
formally addressed communication and emphasized strategies for communication during 
conflict and negotiation. 
Quantitative data from the participant information survey demonstrated mixed 
results regarding communication. Based on survey responses, positive changes were 
found from pre- to post-intervention for the following behaviors: sharing information 
with colleagues from books or journals (p = 0.04, d = 0.69), sharing information from 
online sources (d = 0.18), communicating accurately (d = 0.31), and sharing knowledge 
with others (d = 0.18). Conversely negative changes were found for addressing conflict (d 
= 0.31), speaking freely with supervisor (d = 0.47), communicating ideas of how to 
improve efficiency with colleagues (d = 0.15) and with supervisor (d = 0.19). 
Qualitative data gathered after the PD intervention also revealed mixed results. 
Responses to open-ended questions revealed that some physical therapists believed they 
do “communicate effectively”, where as other respondents identified communication as a 
quality they would like to improve (i.e., “ability to communicate effectively”). Interview 
data corroborated the need for more communication training. Interviewees expressed the 
need for further communication development specifically in the area of conflict 
resolution and situations that require negotiation. While participants agreed or strongly 
agreed that the negotiation role play provided them with a greater understanding of 
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negotiating change, compromise, and how conflict can be beneficial when handled 
effectively the development of specific communication skills was still needed. 
Development of a Community of Practice 
A CoP is a group of individuals who share a mutual interest in a discipline and 
engage together to create new knowledge (Wenger, 1998). An effort was made in this 
action-research project to create a diverse learning community by including physical 
therapists, staff members, and an occupational therapist from ABC Rehabilitation as well 
as physical therapy students (i.e. aspiring physical therapists) from Physical Therapy 
University. The goal was to enhance engagement and productivity of the group.  
Triangulation of data from the (a) participant information survey, (b) after-PD 
surveys, and (c) interviews (small group and individual) helped support to answer the 
second research question, How does professional development affect the development of a 
CoP at ABC Rehabilitation? A discussion of the data analysis is presented below. 
Analysis of quantitative data from the after-PD survey demonstrated that 
respondents agreed or strongly agreed that the first PD session was relevant to creating a 
CoP. Evaluation of the data gathered by the participant information survey revealed 
changes between pre- and post-intervention on the statements related to CoP were not 
significant, except for one. A significant negative change was found for the statement I 
feel connected to my colleagues (p = .004, d = 0.92). A negative medium effect size was 
demonstrated for the following three statements: (a) I am a valued member of the team (d 
= 0.56) and (b) I can speak freely with my supervisor without fear of repercussion (d = 
0.47), and (c) I believe my supervisor(s) has good intentions, d = 0.50. Additionally, a 
small negative effect size was found with several other statements related to (a) sharing 
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of ideas, (b) addressing conflict respectfully, (c) feeling that colleagues care about each 
other, (d) feeling that colleagues are supportive, (e) feeling that participants matter, (f) 
feeling that the job satisfies professional goals, and (g) provides learning opportunities. 
Qualitative information from the individual interviews may provide insight 
regarding the negative changes in CoP. All three owners revealed that there was tension 
among the leadership. One owner disclosed in an interview that there was a lot of behind 
the scenes conflict between the owners since the project started (i.e., “we have had a lot 
of conflict . . . that feels unresolved”). The internal struggle and conflict may have 
contributed to the negative effect found for the statements related to community of 
practice. In addition, the previously identified need for relationship building particularly 
between the owners and employees may also explain the negative change in CoP.   
Other qualitative and quantitative data, however, supports the existence and 
development of a CoP at ABC Rehabilitation. For example, since beginning the research 
project there has been a re-dedication to the clinical meetings, which are meant for 
sharing knowledge and learning new information. Now clinicians are taking turns 
presenting material and have suggested starting a journal club and participating in 
research to enhance and promote learning. Quantitative data revealed a small positive 
effect size with regard to participants attending continuing education courses (d = 0.24) 
related to physical therapy. The renewed dedication to community outreach is another 
example of a CoP working together to make changes. Data suggest that ABC 
Rehabilitation is making strides in developing a CoP; however, intentional training is still 
needed for them to deal effectively with conflict and obstacles as they arise.  
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Recommendations 
During the monitoring stage of the action-research cycle, I shared findings with 
the owners at ABC Rehabilitation. Working collaboratively, we developed three 
recommendations for revisions based on study findings and organizational goals: (a) 
dedicate time for relationship development, (b) use CliftonStrengths results to create 
efficient teams, and (c) invest in additional training for conflict resolution. The 
recommendations are described in the following section. 
Relationship Development 
Because ABC Rehabilitation is a growing organization with multiple locations, 
team building and relationship development was established as a priority. Three types of 
relationships were strategically identified based on study results: (a) relationships among 
the owners, and (b) relationships between owners and employees, and (c) relationships 
between clinicians or staff members who work in different locations. The initial plan was 
to incorporate intentional team building into the monthly clinic meetings that involve all 
employees. The team building activities would be short in length requiring approximately 
10 to 15 minutes thus, allowing time to cover necessary content. Each month a different 
employee or group of employees would be responsible for organizing and leading the 
team building activity.  
Strategic Team Building 
The second recommendation is to dedicate more time to strengths-based 
leadership. In this action-research project, participants learned about their top five 
strengths through completing the CliftonStrengths assessment. The focus was on how 
understanding individual strengths can help improve engagement, self-confidence, 
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productivity and job satisfaction (Rath, 2008). In the next iteration, ABC Rehabilitation 
can use that information to learn how to best work together to build a strong team. 
Investing time into developing a team that is well-rounded and builds on individual 
strengths can help ABC Rehabilitation become a stronger, cohesive, and efficient 
organization.   
Conflict Resolution 
The final recommendation for the monitoring phase is to include more training for 
negotiating change and conflict resolution. Data analysis revealed that some participants 
do not feel confident in how to handle the underlying conflicts that exist at ABC 
Rehabilitation. Additionally, based on survey data the conflict may be contributing to 
how valued participants feel and how connected they feel to their colleagues. Thus, 
specific training for conflict resolution is recommended.  
Implications and Reflections 
While it has been established that an explicit need for intentional leadership 
training within the field of physical therapy exists (Dean & Duncan, 2016; Jensen et al., 
2017a, 2017b; LoVasco et al., 2016), the most effective methods of implementation and 
assessment have not been identified (McGowan & Stokes, 2015a; Sullivan et al., 2011). 
The goal of this action-research project was to understand how professional development 
addresses the lack of leadership skills and the creation of a CoP at ABC Rehabilitation. 
Through this project a PD intervention was developed, implemented, and evaluated to 
solve a specific problem of practice and produce new knowledge related to the topic. The 
following section provides a discussion of (a) implications for organization leadership 
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practice and educational policy, (b) a reflection on my role in the action-research project, 
and (c) lessons learned.  
Implications for Leadership and Policy 
The findings suggest that PD is a viable and promising method of creating a CoP 
and improving the leadership skills of physical and occupational therapists, physical 
therapy students, and staff for a small outpatient therapy clinic. It may be prudent for 
employers, the APTA, and entry-level and post-graduate education programs to consider 
developing more PD opportunities to address the lack of leadership within the profession. 
The changing nature of health care necessitates that practitioners have and use 
effective leadership skills. Leadership development is important for clinical and 
organizational outcomes (Blumenthal et al., 2012). Positive relationships exist between 
leadership and patient satisfaction, quality of care, decreased falls, and accuracy in 
medical records (Anderson et al., 2003; Wong & Cummings, 2007). Because 
performance of health care professionals impacts patient and organizational outcomes, 
leadership training is crucial. Thus, organizations need to provide time to create 
opportunities for employees to learn about and develop leadership skills. While this may 
be challenging considering the nature of health care, research suggests that prioritizing 
leadership can lead to improved organizational outcomes.  
No single discipline in health care is able to meet the multidimensional needs of 
the public (Sutter et al., 2013); thus, effective interdisciplinary teams are needed. Teams 
that work together to maximize skills, abilities, and resources produce outcomes superior 
to individuals working in isolation (Hackman, 2002). Therefore, relationship and team 
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building are vital in the development transformational leaders who work together to 
achieve a common goal. 
In addition to the demand for leadership in the clinical setting, leadership 
development is also needed in physical therapy education. A shortage of qualified faculty 
to fulfill leadership roles exists (Hinman, et al., 2014), and the majority of physical 
therapy program administrators lack formal leadership training (Luedtke-Hoffman et al., 
2010). Providing leadership training through professional development to administrators 
and faculty may be important for improving efficiency, productivity, and organizational 
outcomes.   
Information generated from this action-research study adds to the paucity of 
literature and provides a foundation for further investigation into this topic. Because 
much work in this area is needed, continued investigation of transformational leadership 
in the field of physical therapy is warranted. Future studies are required to identify the 
most optimal method, best time (i.e., entry-level versus post-graduate), and duration (i.e., 
weeks, months, years) to deliver leadership training. Proper data collection instruments 
and leadership standards need to be created to understand this topic fully.  
Researcher Reflection 
Implementation of this action-research project required balancing my role as 
participant-leader and participant-researcher. The duality of being an insider with 
intimate knowledge of a problem of practice and an outsider examining the situation 
through a fresh lens was challenging at times. To help maintain objectivity, I kept a 
journal throughout the study for self-reflection. Putting my biases in writing was helpful 
to maintain perspective as a researcher as well as a valuable reminder during the data 
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analysis to help enhance objectivity. I also engaged with three critical friends who are 
physical therapy faculty and are unrelated to the project. They provided consultation and 
suggestions regarding the research protocol, findings, and interpretations. I found 
conversations with them to be very beneficial in balancing my role as participant and 
researcher.   
In the early stages of this project, I realized the need to be flexible and adaptable 
to accommodate this style of research. For example, on several occasions timelines and 
schedules of the PD sessions were modified based on needs of the stakeholders and the 
clinic. Because three of the four PD sessions took place during the workday, these 
changes could not helped. Additionally, I was unable to garner enough participation to 
assemble a focus-group interview at the conclusion of the study. Instead, I conducted two 
small-group interviews. I learned to adjust to the emergent nature of action research and 
used journaling and critical friends to help maintain objectivity.  
Lessons Learned 
This journey provided an opportunity for me to learn firsthand about 
organizational leadership, leading organizational change, and conducting action research. 
In collaboration with ABC Rehabilitation, I worked toward improving leadership skills 
and developing a CoP for physical therapists. A description of lessons learned is 
presented in the following section. 
Organizational leadership. The research related to health care and leadership 
has identified a “leadership gap” (Blumenthal et al., 2012, p. 515) in various disciplines 
including physical therapy. I witnessed that while completing this project. Overall, 
physical therapists do not have leadership training (McGowan & Stokes, 2015a; 
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Tschoepe & Davis, 2015) and that was the case with those working at ABC 
Rehabilitation. Three physical therapists own the organization and have been learning 
about management and leadership on the job in real time without any formal leadership 
training. Interview data confirmed that participating in this study improved their 
awareness and knowledge of transformational leadership and helped them identify areas 
of improvement for themselves (i.e., conflict management) and the organization (i.e. 
redefining and sustaining a culture).  
A strong leadership team can improve efficiency and propel an organization 
forward toward mutual goals (Edmonson, 2012). When there is disconnect and conflict is 
not addressed properly, like in the case of ABC Rehabilitation, it is difficult to move 
forward, maximize productivity, and produce results. This project reinforced for me the 
importance of investing time to create strong, well-rounded teams who can work through 
conflict and focus on outcomes. An intentional effort by the owners of ABC 
Rehabilitation to continue developing relationships and building teams may help to 
improve the overall organizational leadership.  
Leading organizational change. Through the project, I learned that leading 
organizational change is a process that takes time, dedication, and engagement. However, 
it is difficult to create time within already busy schedules to examine and reflect on 
intentional change. Thus, many changes as in the case of ABC Rehabilitation are made in 
reaction to problems that arise (i.e., cancel clinical meetings when patient case load is 
high) rather than carefully planned based on analysis of diverse data (Choo, 2006). I saw 
first-hand that this is not an ideal way to deal with change.    
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 Additionally, I understand more clearly now that employees need time to process 
change, ask questions, and feel free to express their opinions. This can help improve 
engagement and support for change or innovation. For example, the PD session with the 
lowest attendance took place outside of work hours at an off-site location. Even though 
participants voted on the day, time, and venue, several did not attend. In retrospect, I 
should have done a better job explaining the importance of the PD session and the 
significance of building relationships with coworkers. Providing more information and 
giving them an opportunity to express their opinions beyond a survey may have improved 
engagement in that activity.  
Conducting action research. In terms of conducting action research, I learned 
the important of (a) creating or using proper data collection instruments, (b) providing 
enough time to explore topics related to leadership, and (c) being flexible with the 
emergent nature of this type of research. 
Because of the small sample size of this project and unavailability of data 
collection instruments to measure leadership in physical therapy, I would have decreased 
the amount of forced-response survey questions and increased the qualitative data 
collection by conducting more interviews. I found that qualitative data provide important 
insight and rich detail that is not easy to gather through quantitative means, which makes 
qualitative strategies particularly needed when conducting an action-research project.  
Because leadership is a very broad topic and there are no leadership standards 
associated with physical therapy, the owners of the clinic and I decided during the 
diagnosing, reconnaissance, and planning stages to prioritize four topics related to 
leadership in the PD intervention: (a) understanding transformational leadership, (b) 
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engaging in community service, (c) building relationships between team members, and 
(d) improving communication skills. I learned that given the timeframe we were only 
able to introduce many of the concepts. In the first two PD sessions, I included too much 
material, and this did not allow enough time for debriefing. In retrospect, I would not 
include as many foci in the study to allow a deeper exploration into the content.     
Additionally, I learned firsthand the need for flexibility in action research and the 
importance of stakeholder involvement. The project developed and transformed through 
each stage of the action-research cycle. The end product was not exactly what I was 
originally envisioned and thus understand now why this type of research is emergent. In 
order to address the problem of practice at ABC Rehabilitation, portions of the research 
plan needed to change. I have a new-found value for action research and appreciate the 
systematic and iterative method of problem solving.  
Conclusion 
The purpose of this mixed-methods action-research dissertation was to study how 
professional development influences leadership skills and a community of practice. 
Physical therapists, an occupational therapist, staff members, and physical therapy 
students participated together in professional development consisting of four workshops 
at ABC Rehabilitation. The analysis and triangulation of qualitative and quantitative data 
indicated positives changes were made in understanding transformational leadership, 
engagement in community service, relationship building between coworkers, and 
communication skills. The results also suggested areas for improvement in future 
iterations of the study (i.e., conflict resolution, continued relationship development, and 
building on individual strengths). This dissertation describes a feasible method of 
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leadership development for small outpatient therapy clinics. The findings may prove 
useful in the field of physical therapy and provide a foundation for further exploration 
into this burgeoning and much needed area or research. 
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APPENDIX A 
PARTICIPANT INFORMATION SURVEY 
Part I  
Instructions: Please provide the following information. 
1. Participant four-digit code number
2. Degree(s) attained:
3. Position:
4. Title:
5. Total years in practice:
6. Years employed by current employer:
7. Do you have a clinical specialization(s)? If yes, please list.
8. Are you an APTA credentialed clinical instructor?
9. Provide a list continuing education courses have you attended since working at
ABC Rehabilitation.
10. Have you had prior leadership training? If yes, please explain.
Part II  
Instructions: Read each of the following statements carefully. Reflect on how accurately 
each statement describes you. Use the following scale and place an “X” in the box that 
most closely applies.  
1=Never 
2=Rarely 
3=Occasionally 
4=Frequently 
5=Always 
N/A=Not applicable 
Leadership 1 2  3 4  5 N/A 
1. I belong to professional organization(s) at the state
and/or national level
2. I attend professional conferences
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3. I share new information learned from attending 
professional conferences with colleagues in my 
clinic 
      
4. I attend continuing education courses       
5. I share new information learned from attending 
continuing education courses with colleagues in 
my clinic 
      
6. I read books and/or journals to improve my 
practice 
      
7. I share new information learned from reading 
books and/or journals with colleagues in my clinic 
      
8. I explore the Internet for new ideas to improve my 
practice 
      
9. I participate in online discussions, communities, 
list serves, et cetera to improve my practice 
      
10. I share new information learned from online 
sources with colleagues in my clinic 
      
11. I seek feedback from others regarding my 
effectiveness as a clinician 
      
12. I evaluate my own performance as a clinician       
13. I attempt to influence decisions in the clinic       
14. I attempt to influence decisions at the state or 
national level 
      
15. I assume leadership positions within the clinic       
16. I assume professional leadership positions outside 
the clinic 
      
17. I challenge rules or policies in the clinic when I 
believe a professional issue is at stake 
      
18. I challenge rules or policies outside the clinic when 
I believe a professional issue is at stake 
      
19. I network with other health care providers outside 
the clinic 
      
20. I participate in creating new programs or projects 
for the clinic  
      
21. I seek advice and/or support from peers in the 
clinic 
      
22. I am (or have been) a clinical instructor for a 
physical therapy or occupational therapy student on 
internship. 
      
23. I mentor (or have recently mentored) a new 
employee  
      
24. I participate in research       
25. I publish articles in peer-reviewed journals       
26. I publish articles in trade journals       
27. I implement new ideas and/or strategies to improve 
my work 
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28. I understand the purposes, operations, and 
organization of the clinic where I work 
      
29. I communicate ideas of how to improve efficiency 
in the clinic to my colleagues. 
      
30. I communicate ideas of how to improve efficiency 
in the clinic to my supervisor(s) 
      
31. I volunteer to take on new tasks at the clinic       
Community of Practice 1 2 3 4 5 N/A 
32. I am a valued member of the team       
33. I believe my colleagues have good intentions       
34. I believe my supervisor(s) has good intentions       
35. I admit when I am wrong or make a mistake       
36. I encourage colleagues to share their thoughts and 
ideas 
      
37. I address conflict directly and respectfully       
38. I can speak freely with my colleagues without fear 
of repercussion 
      
39. I can speak freely with my supervisor(s) without 
fear of repercussion 
      
40. I feel that my colleagues care about each other       
41. I feel connected to my colleagues       
42. I trust my colleagues       
43. I can rely on my colleagues       
44. I feel confident that my colleagues will support me       
45. I feel this job satisfies my professional goals       
46. I feel this job satisfies my educational goals       
47. I feel that I matter to those who work in the clinic       
48. I feel this job gives me ample opportunities to learn       
49. I feel close to others who work in the clinic       
Physical Therapy Professional Core Values  
For each sample indicator listed, please check only one 
item that best represents the frequency with which you 
demonstrate the behavior.  
      
50. Assuming responsibility for learning and change.       
51. Communicating accurately to others (payers, 
patients/clients, other health care providers about 
professional actions) 
      
52. Providing pro-bono services.       
53. Providing physical therapy services to underserved 
and underrepresented populations. 
      
54. Being an advocate for patient’s/client’s needs.       
55. Internalizing the importance of using multiple 
sources of evidence to support professional 
practice and decisions. 
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56. Participating in integrative and collaborative 
practice to promote high quality health and 
educational outcomes. 
      
57. Demonstrating high levels of knowledge and skill 
in all aspects of the profession. 
      
58. Using evidence consistently to support professional 
decisions. 
      
59. Pursuing new evidence to expand knowledge.       
60. Engaging in acquisition of new knowledge 
throughout one’s professional career. 
      
61. Sharing ones’ knowledge with others.       
62. Resolving dilemmas with respect to a consistent set 
of core values. 
      
63. Knowing one’s limitations and acting accordingly.       
64. Acting on the basis of professional values even 
when the results of the behavior may place oneself 
at risk. 
      
65. Involved in professional activities beyond the 
practice setting 
      
66. Promoting the profession of physical therapy.       
67. Mentoring others to realize their potential.       
68. Taking pride in one’s profession.       
69. Advocating for the health and wellness needs of 
society including access to health care and physical 
therapy services. 
      
70. Promoting social policy that effect function, health, 
and wellness needs of patients/clients. 
      
71. Advocating for changes in laws, regulations, 
standards, and guidelines, that affect physical 
therapist service provision. 
      
72. Promoting community volunteerism.       
73. Participating in political activism.       
74. Understanding of current community wide, 
nationwide and worldwide issues and how they 
impact society’s health and well-being and the 
delivery of physical therapy. 
      
75. Providing leadership in the community.       
76. Participating in collaborative relationships with 
other health practitioners and the public at large. 
      
77. Ensuring the blending of social justice and 
economic efficiency of services. 
      
 
 
1. In your own words, define your profession. 
 
2. In your own words, define leadership. 
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3. What are qualities of an effective leader? 
 
4. Describe how you think of yourself as a leader. 
 
5. What leadership qualities would you like to improve in yourself? Please explain. 
 
6. In your opinion, how can ABC Rehabilitation support your learning and 
professional development? 
 
7. Would you be willing to participate in a focus group at the end of this study? If 
yes, please provide your name and electronic mail address. Alternatively, please 
send an electronic message to the principle investigator at kerry.mallini@uky.edu. 
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APPENDIX B 
REVISED SELF-LEADERSHIP QUESTIONNAIRE 
Instructions: Read each of the following items carefully and try to decide how true the 
statement is in describing you. 
1=Not at all accurate 
2=Somewhat accurate 
3=A little accurate 
4=Mostly accurate 
5=Completely accurate 
1 2 3 4 5 
1. I use my imagination to picture myself performing well
on tasks.
2. I establish specific goals for my own performance.
3. Sometimes I find I’m talking to myself (out loud or in
my head) to help me deal with difficult problems I face.
4. When I do an assignment especially well, I like to treat
myself to some thing or activity I especially enjoy.
5. I think about my own beliefs and assumptions whenever
I encounter a difficult situation.
6. I tend to get down on myself in my mind when I have
performed poorly.
7. I make a point to keep track of how well I’m doing at
work (school).
8. I focus my thinking on the pleasant rather than the
unpleasant aspects of my job (school) activities.
9. I use written notes to remind myself of what I need to
accomplish.
10. I visualize myself successfully performing a task before I
do it.
11. I consciously have goals in my mind for my work efforts.
12. Sometimes I talk to myself (out loud or in my head) to
work through difficult situations.
13. When I do something well, I reward myself with a
special event such as a good dinner, moving, shopping
trip, etc.
14. I try to mentally evaluate the accuracy of my own beliefs
about situations I am having problems with.
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15. I tend to be tough on myself in my thinking when i have 
not done well on a task. 
     
16. I usually am aware of how well I’m doing as I perform 
an activity. 
     
17. I try to surround myself with objects and people that 
bring out my desirable behaviors. 
     
18. I use concrete reminders (e.g., notes and lists) to help me 
focus on things I need to accomplish. 
     
19. Sometimes I picture in my mind a successful 
performance before I actually do a task. 
     
20. I work toward specific goals I have set for myself.      
21. When I’m in difficult situations I will sometimes talk to 
myself (out loud or in my head) to help me get through it.  
     
22. When I have successfully completed a task, I often 
reward myself with something I like. 
     
23. I openly articulate and evaluate my own assumptions 
when I have a disagreement with someone else.  
     
24. I feel guilt when I perform a task poorly.      
25. I pay attention to how well I’m doing in my work.      
26. When I have a choice, I try to do my work in ways that I 
enjoy rather than just trying to get it over with. 
     
27. I purposefully visualize myself overcoming the 
challenges I face. 
     
28. I think about the goals that I intend to achieve in the 
future. 
     
29. I think about and evaluate the beliefs and assumptions I 
hold. 
     
30. I sometimes openly express displeasure with myself 
when I have not done well. 
     
31. I keep track of my progress on projects I’m working on.      
32. I seek out activities in my work that I enjoy doing.      
33. I often mentally rehearse the way I plan to deal with a 
challenge before I actually face the challenge. 
     
34. I write specific goals for my own performance.      
35. I find my own favorite ways to get things done.      
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APPENDIX C 
AFTER- PROFESSIONAL DEVELOPMENT SURVEYS 
Instructions: Please read the following statements carefully and answer using the 
following key:  
1= Strongly agree 
2=Agree 
3=Neutral 
4=Disagree 
5=Strongly disagree 
PD Session 1: Transformational Leadership and 
Community of Practice 
1 2 3 4 5 
1. After participating in this professional development activity,
I feel a greater understanding of leadership.
2. I enjoyed this professional development activity.
3. I feel this professional development activity was relevant to
my job (future job).
4. I feel this activity was relevant to my career development.
5. I feel this activity changed my perception about myself as a
leader.
6. I feel this activity was relevant to creating a community of
practice where I work.
PD Session 2: Team Building and Strengths-based 
Leadership 
1. After participating in this professional development activity,
I feel a greater understanding of my strengths.
2. I enjoyed this professional development activity.
3. I feel this professional development activity was relevant to
my job (future job).
4. I feel this activity was relevant to my career development.
5. I feel this activity changed my perception about myself as a
leader.
PD Session 3: Off-site Team-Building Activity 
1. This professional development activity contributed to team
building among my peers.
2. I enjoyed this professional development activity.
3. I feel this professional development activity was relevant to
my job (future job).
4. I feel this activity was relevant to my career.
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5. I feel this activity changed my perception about myself as a 
leader. 
     
PD Session 4: Communication and Negotiation      
1. After participating in this professional development activity, 
I feel a greater understanding of negotiating change. 
     
2. I enjoyed this professional development activity.      
3. I feel this professional development activity was relevant to 
my job (future job).  
     
4. I feel this activity was relevant to my career development.      
5. I feel this activity changed my perception about myself as a 
leader. 
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APPENDIX D 
SMALL-GROUP INTERVIEW PROTOCOL 
1. How has participation in professional development changed your understanding
of leadership?
2. How has participation in professional development changed your self-perception
of leadership?
3. How has participating in professional development influenced how you or how
you will address challenges or conflict at work?
4. After participating in professional development do you feel more confident or
empowered to offer ideas for change at ABC Rehabilitation? Please explain.
5. In what ways has participating in professional development influenced how
employees at ABC Rehabilitation work together?
6. How has participating in professional development fostered the creation a
community of practice at ABC Rehabilitation?
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APPENDIX E 
INDIVIDUAL INTERVIEW PROTOCOL 
1. What are your overall impressions of the professional development activities?
2. What changes do you see in the clinicians after participating in the professional
development?
3. In what ways has participating in professional development influenced how
employees work together?
4. How can ABC Rehabilitation sustain a community of practice and support
continuous learning?
5. What recommendations do you have for the future?
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APPENDIX F 
PARTICIPANT INFORMATION SURVEY 
LEADERSHIP 
RECONNAISSANCE FINDINGS 
Leadership Behavior Median Mode b Ma (SD) 
I belong to professional organization(s) at 
the state and/or national level (n=14) 
5.00 5 4.50 (0.86) 
I attend professional conferences (n=15)  3.00 3 3.20 (1.21) 
I share new information learned from 
attending professional conferences with 
colleagues in my clinic (n=15) 
4.00 5 3.67 (1.54) 
I attend continuing education courses (n=14) 4.00 4 3.43 (1.22) 
I share new information learned from 
attending continuing education courses 
with colleagues in my clinic (n=14) 
4.00 4 3.71 (1.33) 
I read books and/or journals to improve my 
practice (n=16) 
3.00 3b 3.25 (1.13) 
I share new information learned from reading 
books and/or journals with colleagues in 
my clinic (n=16) 
3.50 3b 3.50 (0.89) 
I explore the Internet for new ideas to 
improve my practice (n=17) 
4.00 4 4.00 (0.94) 
I participate in online discussions, 
communities, list serves, et cetera to 
improve my practice (n=16) 
2.00 1 2.19 (1.22) 
I share new information learned from online 
sources with colleagues in my clinic 
(n=16) 
4.00 4 3.50 (1.03) 
I seek feedback from others regarding my 
effectiveness as a clinician (n=14) 
4.00 4 3.64 (1.01) 
I evaluate my own performance as a 
clinician (n=15) 
4.00 4 4.40 (0.63) 
I attempt to influence decisions in the clinic 
(n=16) 
3.50 3b 3.50 (0.89) 
I attempt to influence decisions at the state 
or national level (n=15) 
1.00 1 1.60 (0.91) 
I assume leadership positions within the 
clinic (n=17) 
3.00 3 3.35 (1.12) 
I assume professional leadership positions 
outside the clinic (n=15) 
2.00 1 2.13 (1.25) 
I challenge rules or policies in the clinic 
when I believe a professional issue is at 
stake (n=13) 
3.00 3 2.77 (1.17) 
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Leadership Behavior Median Mode b Ma (SD) 
I challenge rules or policies outside the 
clinic when I believe a professional 
issue is at stake (n=13) 
2.00 1 2.23 (1.36) 
I network with other health care providers 
outside the clinic (n=15) 
3.00 3 3.53 (0.99) 
I participate in creating new programs or 
projects for the clinic (n=17) 
3.00 3 2.76 (1.09) 
I seek advice and/or support from peers in 
the clinic (n=17)  
4.00 4 3.71 (0.77) 
I am (or have been) a clinical instructor for a 
physical therapy or occupational therapy 
student on internship (n=13) 
1.00 1 1.31 (0.63) 
I mentor (or have recently mentored) a new 
employee (n=15) 
3.00 3 2.67 (1.35) 
I participate in research (n=13) 2.00 1b 1.85 (0.80) 
I publish articles in peer-reviewed journals 
(n=13) 
1.00 1 1.23 (0.60) 
I publish articles in trade journals (n=13) 1.00 1 1.00 (0.00) 
I implement new ideas and/or strategies to 
improve my work (n=17) 
4.00 4 3.88 (0.93) 
I understand the purposes, operations, and 
organization of the clinic where I work 
(n=15) 
5.00 5 4.80 (0.41) 
I communicate ideas of how to improve 
efficiency in the clinic to my colleagues 
(n=16) 
4.00 4 3.63 (0.81) 
I communicate ideas of how to improve 
efficiency in the clinic to my 
supervisor(s) (n=16) 
3.00 3 3.12 (1.20) 
I volunteer to take on new tasks at the clinic 
(n=14)  
4.00 3b 3.71 (0.91) 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1.bMultiple modes exist, smallest 
value is shown. 
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APPENDIX G 
PARTICIPANT INFORMATION SURVEY 
COMMUNITY OF PRACTICE 
RECONNAISSANCE FINDINGS 
Community of Practice Median Modeb Ma (SD) 
I am a valued member of the team (n=15) 5.00 5 4.73 (0.46) 
I believe my colleagues have good intentions 
(n=15) 
4.00 4 4.40 (0.51) 
I believe my supervisor(s) has good intentions 
(n=14) 
5.00 5 4.71 (0.47) 
I attend continuing education courses (n=17) 4.00 4 4.18 (0.73) 
I admit when I am wrong or make a mistake 
(n=16) 
4.50 5 4.31 (0.79) 
I encourage colleagues to share their thoughts 
and ideas (n=17) 
4.00 5 4.29 (0.77) 
I address conflict directly and respectfully 
(n=17) 
4.00 4 4.12 (0.70) 
I can speak freely with my colleagues without 
fear of repercussion (n=16) 
4.00 4 4.06 (0.77) 
I can speak freely with my supervisor(s) without 
fear of repercussion (n=16) 
5.00 5 4.56 (0.63) 
I feel that my colleagues care about each other 
(n=16) 
4.00 4 4.13 (0.71) 
I feel connected to my colleagues (n=16) 5.00 5 4.63 (0.50) 
I trust my colleagues (n=16) 4.00 4b 4.31 (0.70) 
I can rely on my colleagues (n=16) 4.00 4 4.38 (0.62) 
I feel confident that my colleagues will support 
me (n=15) 
4.00 4 4.20 (0.86) 
I feel this job satisfies my professional goals 
(n=13) 
4.00 5 4.15 (.90) 
I feel that I matter to those who work in the 
clinic (n=15) 
5.00 5 4.53 (0.64) 
I feel this job gives me ample opportunities to 
learn (n=15) 
5.00 5 4.60 (0.83) 
I feel close to others who work in the clinic 
(n=13) 
4.00 5 4.07 (0.96) 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. bMultiple modes exist, smallest 
value is shown. 
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APPENDIX H 
PARTICIPANT INFORMATION SURVEY 
PT PROFESSIONAL CORE VALUES 
RECONNAISSANCE FINDINGS 
PT Professional Core Values Median Mode Ma (SD) 
Assuming responsibility for learning and 
change (n=17) 
4.00 4 4.00 (0.87) 
Communicating accurately to others (payers, 
patients/clients, other health care providers 
about professional actions) (n=17) 
4.00 5 4.35 (0.70) 
Providing pro-bono services (n=14) 3.00 3 2.93 (1.93) 
Providing physical therapy services to 
underserved and underrepresented 
populations (n=14) 
2.00 2b 2.29 (0.73) 
Being an advocate for patient’s/client’s needs 
(n=17) 
4.00 5 4.18 (0.88) 
Internalizing the importance of using multiple 
sources of evidence to support professional 
practice and decisions (n=15) 
4.00 4 3.67 (0.90) 
Participating in integrative and collaborative 
practice to promote high quality health and 
educational outcomes (n=14) 
4.00 4 3.86 (1.10) 
Demonstrating high levels of knowledge and 
skill in all aspects of the profession (n=16) 
4.00 4b 4.19 (1.05) 
Using evidence consistently to support 
professional decisions (n=15) 
4.00 4 4.07(0.59) 
Pursuing new evidence to expand knowledge 
(n=17) 
4.00 4 4.06 (0.83) 
Engaging in acquisition of new knowledge 
throughout one’s professional career (n=17) 
4.00 4 4.24 (0.66) 
Sharing ones’ knowledge with others (n=17) 4.00 4 4.12 (0.60) 
Resolving dilemmas with respect to a consistent 
set of core values (n=17) 
4.00 4 4.06 (0.90) 
Knowing one’s limitations and acting 
accordingly (n=16) 
4.00 4 4.13 (0.72) 
Acting on the basis of professional values even 
when the results of the behavior may place 
oneself at risk (n=16) 
4.00 4 4.13 (0.89) 
Involved in professional activities beyond the 
practice setting (n=16) 
4.00 4 3.63 (0.96) 
Promoting the profession of physical therapy 
(n=17) 
5.00 5 4.47 (0.80) 
Mentoring others to realize their potential (n=16) 3.50 3b 3.50 (1.37) 
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PT Professional Core Values Median Mode Ma (SD) 
Taking pride in one’s profession (n=17) 5.00 5 4.53 (0.62) 
Advocating for the health and wellness needs of 
society including access to health care and 
physical therapy services (n=15) 
4.00 4 3.53 (1.19) 
Promoting social policy that effect function, 
health, and wellness needs of 
patients/clients (n=13) 
3.00 1b 3.08 (1.71) 
Advocating for changes in laws, regulations, 
standards, and guidelines, that affect physical 
therapist service provision (n=15) 
2.00 1 2.00 (1.13) 
Promoting community volunteerism (n=16) 3.00 3 3.19 (1.17) 
Participating in political activism (n=16) 1.00 1 1.63 (1.09) 
Understanding of current community wide, 
nationwide and worldwide issues and how 
they impact society’s health and well-being 
and the delivery of physical therapy (n=17) 
3.00 3 3.47 (0.80) 
Providing leadership in the community (n=17) 3.00 3 2.76 (0.97) 
Participating in collaborative relationships with 
other health practitioners and the public at 
large (n=15) 
3.00 3 3.27 (1.03) 
Ensuring the blending of social justice and 
economic efficiency of services (n=16) 
3.00 3 2.88 (1.20) 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. bMultiple modes exist, smallest 
value is shown. 
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APPENDIX I 
RSLQ RECONNAISSANCE FINDINGS 
Domaina Mb (SD) 
Overall Self Leadership Score 138.00 (13.93) 
Factor 1: Visualizing successful performance 19.71 (3.22) 
I use my imagination to picture myself performing well on 
important tasks 
4.06 (0.75) 
I visualize myself successfully performing a task before I do it 3.76(1.09) 
Sometimes I picture in my mind a successful performance 
before I actually do a task 
3.82 (0.81) 
I purposefully visualize myself overcoming the challenges I 
face 
3.88 (0.99) 
I often mentally rehearse the way I plan to deal with a 
challenge before I actually face the challenge 
4.18 (0.73) 
Factor 2: Self-goal setting 20.59 (2.98) 
I establish specific goals for my own performance 4.35 (0.61) 
I consciously have goals in mind for my work efforts 4.47 (0.62) 
I work toward specific goals I have set for myself 4.41 (0.62) 
I think about the goals that I intend to achieve in the future 4.35 (0.86) 
I write specific goals for my own performance 3.00 (1.58) 
Factor 3: Self-talk 12.25 (2.76) 
Sometimes I find I’m talking to myself (out loud or in my 
head) to help me deal with difficult problems I face 
4.18 (1.02) 
Sometimes I talk to myself (out loud or in my head) to work 
through difficult situations 
4.18 (0.88) 
When I’m in difficult situations I will sometimes talk to myself 
(out loud or in my head) to help me get through it 
4.00 (1.00) 
Factor 4: Self-reward 9.94 (3.54) 
When I do an assignment especially well, I like to treat myself 
to some thing or activity I especially enjoy 
3.35 (1.17) 
When I do something well, I reward myself with a special 
event such as a good dinner, movie, shopping trip, etc. 
3.24 (1.15) 
When I have successfully completed a task, I often reward 
myself with something I like 
3.35 (1.32) 
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Domaina Mb (SD)  
Factor 5: Evaluating beliefs and assumptions  15.00 (3.82)  
I think about my own beliefs and assumptions whenever I 
encounter a difficult situation 
4.06 (1.09) 
I try to mentally evaluate the accuracy of my own beliefs about 
situations I am having problems with 
3.67 (1.20) 
I openly articulate and evaluate my own assumptions when I 
have a disagreement with someone else 
3.29 (0.99) 
I think about and evaluate the beliefs and assumptions I hold 
 
3.88 (0.99) 
Factor 6: Self-punishment  15.51 (3.83)  
I tend to get down on myself in my mind when I have 
performed poorly 
4.06 (1.20) 
I tend to be tough on myself in my thinking when I have not 
done well on a task 
4.24 (1.09) 
I feel guilty when I perform a task poorly 4.00 (1.00) 
I sometimes openly express displeasure with myself when I 
have not done well 
 
3.12 (1.22) 
Factor 7: Self-observation  16.29 (1.72)  
I make a point to keep track of how well I’m doing at work 
(school) 
4.00 (1.06) 
I am usually aware of how well I’m doing as I perform an 
activity 
3.76 (0.66) 
I pay attention to how well I am doing in my work 4.35 (0.70) 
I keep track of my progress on projects I’m working on 
 
4.18 (0.73) 
Factor 8: Focusing on natural rewards   20.12 (2.09)  
I focus my thinking on the pleasant rather than the unpleasant 
aspects of my job (school) activities 
3.71 (9.20) 
I try to surround myself with the objects and people that bring 
out my desirable behaviors 
4.29 (0.47) 
When I have a choice, I try to do my work in ways that I enjoy 
rather than just trying to get it over with 
3.94 (0.75) 
I seek out activities in my work that I enjoy doing 4.12 (0.70) 
I find my own favorite way to get things done 
 
4.06 (0.66) 
Factor 9: Self-cueing  8.00 (2.06)  
I use written notes to remind myself of what I need to 
accomplish 
3.88 (1.11) 
I use concrete reminders (e.g. notes and lists) to help me focus 
on the things I need to accomplish 
4.12 (1.05) 
Note. an=17.  bThe response completely accurate received a score of 5; mostly accurate received a score of 
4; a little accurate received a score of 3; somewhat accurate received a score of 2; and not all accurate 
received a score of 1. 
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APPENDIX J 
PARTICIPANT INFORMATION SURVEY 
LEADERSHIP 
EVALUATION FINDINGS 
Pre Post 
Ma (SD) Ma (SD) p Cohen’s 
d 
Overall Leadership Behavior 85.75 
(21.06) 
91.63 
(24.70) 
.07 0.26 
I belong to professional organization(s) at the 
state and/or national level  
4.54 
(0.88) 
3.92 
(1.38) 
.14 0.54 
I attend professional conferences 3.38 
(1.12) 
3.08 
(0.95) 
.37 0.29 
I share new information learned from attending 
professional conferences with colleagues in 
my clinic  
3.85 
(1.46) 
3.85 
(1.28) 
1.00 0.00 
I attend continuing education courses 3.64 
(1.12) 
3.73 
(1.009) 
.85 0.08 
I read books and/or journals to improve my 
practice 
3.20 
(1.15) 
3.40 
(0.99) 
.33 0.19 
I share new information learned from reading 
books and/or journals with colleagues in 
my clinic  
3.40 
(0.83) 
3.93 
(0.70) 
.04* 0.69 
I explore the Internet for new ideas to improve 
my practice 
4.00 
(0.97) 
4.00 
(0.82) 
1.00 0.00 
I participate in online discussions, 
communities, list serves, et cetera to 
improve my practice 
2.27 
(1.23) 
2.80 
(1.27) 
.14 0.43 
I share new information learned from online 
sources with colleagues in my clinic 
3.36 
(1.01) 
3.57 
(1.28) 
.47 0.18 
I seek feedback from others regarding my 
effectiveness as a clinician 
3.62 
(1.04) 
3.54 
(1.13) 
.72 0.07 
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 Pre Post  
 
 
 Ma (SD) Ma 
(SD) 
p Cohen’s 
d 
I evaluate my own performance as a clinician 4.43 
(0.65) 
4.43 
(0.65) 
 
1.00 0.00 
I attempt to influence decisions in the clinic  3.57 
(0.85) 
3.71 
(.914) 
 
.58 0.16 
I attempt to influence decisions at the state or 
national level 
 
1.69 
(0.95) 
2.00 
(1.23) 
.17 0.28 
I assume leadership positions within the clinic  3.38 
(1.15) 
3.25 
(1.29) 
 
.54 0.11 
I assume professional leadership positions 
outside the clinic 
  
2.31 
(1.25) 
2.85 
(1.14) 
.24 0.45 
I challenge rules or policies in the clinic when 
I believe a professional issue is at stake 
 
2.77 
(1.17) 
3.08 
(1.12) 
.44 0.27 
I challenge rules or policies outside the clinic 
when I believe a professional issue is at 
stake  
 
2.33 
(1.37) 
2.67 
(1.16) 
.27 0.27 
I network with other health care providers 
outside the clinic 
 
3.57 
(1.02) 
3.79 
(0.58) 
.43 0.27 
I participate in creating new programs or 
projects for the clinic 
 
2.75 
(1.13) 
2.94 
(1.18) 
.53 0.17 
I seek advice and/or support from peers in the 
clinic  
 
3.75 
(0.76) 
3.69 
(1.20) 
.83 0.06 
I am (or have been) a clinical instructor for a 
physical therapy or occupational therapy 
student on internship 
  
1.27 
(0.65) 
1.73 
(1.10) 
.21 0.51 
I mentor (or have recently mentored) a new 
employee 
  
2.79 
(1.31) 
2.86 
(1.35) 
.817 0.05 
I participate in research  1.92 
(0.79) 
2.42 
(1.20) 
 
.14 0.48 
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 Pre Post  
 
 
 Ma (SD) Ma 
(SD) 
p Cohen’s 
d 
I publish articles in peer-reviewed journals  1.27 
(0.65) 
1.64 
(1.03) 
 
.22 0.43 
I publish articles in trade journals  1.00 
(0.00) 
1.09 
(0.30) 
 
.34 0.00 
I implement new ideas and/or strategies to 
improve my work 
 
3.93 
(0.96) 
3.87 
(1.06) 
.81 0.06 
I understand the purposes, operations, and 
organization of the clinic where I work  
 
4.79 
(0.43) 
4.50 
(1.09) 
.39 0.35 
I communicate ideas of how to improve 
efficiency in the clinic to my colleagues  
 
3.73 
(.070) 
3.60 
(1.06) 
.55 0.15 
I communicate ideas of how to improve 
efficiency in the clinic to my supervisor(s)  
 
3.38 
(0.96) 
3.15 
(1.44) 
.34 0.19 
I volunteer to take on new tasks at the clinic  3.38 
(0.96) 
3.15 
(1.44) 
.34 0.19 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. n = number of respondents, M = 
mean, SD = standard deviation. *p < .05, two-tailed. 
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APPENDIX K 
PARTICIPANT INFORMATION SURVEY 
COMMUMITY OF PRACTICE 
EVALUATION FINDINGS 
Pre Post 
Ma (SD) Ma (SD) p Cohen’s 
d 
Community of Practice (N=16) 70.94 
(18.93) 
71.13 
(10.03) 
.96 0.01 
I am a valued member of the team (n=14) 4.71 
(0.47) 
4.36 
(0.75) 
.10 0.56 
I believe my colleagues have good intentions 
(n=14) 
4.36 
(0.50) 
4.29 
(0.61) 
.58 0.13 
I believe my supervisor(s) has good intentions 
(n=12) 
4.67 
(0.49) 
4.42 
(0.52) 
.19 0.50 
I attend continuing education courses (n=16) 4.13 
(0.72) 
4.31 
(0.79) 
.19 0.24 
I admit when I am wrong or make a mistake 
(n=15) 
4.27 
(0.80) 
4.20 
(0.68) 
.67 0.09 
I encourage colleagues to share their thoughts 
and ideas (n=16) 
4.25 
(0.78) 
4.00 
(0.63) 
.16 0.35 
I address conflict directly and respectfully 
(n=16) 
4.13 
(0.72) 
3.88 
(0.89) 
.30 0.31 
I can speak freely with my colleagues without 
fear of repercussion (n=14) 
4.00 
(.78) 
4.00 
(.78) 
1.00 0 
I can speak freely with my supervisor(s) 
without fear of repercussion (n=15) 
4.53 
(0.64) 
4.27 
(0.46) 
.10 0.47 
I feel that my colleagues care about each other 
(n=15) 
4.07 
(0.70) 
3.87 
(0.64) 
.33 0.30 
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 Pre Post  
 
 
 Ma (SD) Ma 
(SD) 
p Cohen’s 
d 
I feel connected to my colleagues (n=15) 4.60 
(0.51) 
4.13 
(0.52) 
.004* 0.92 
     
I can trust my colleagues (n=15) 4.27 
(0.70) 
4.27 
(0.46) 
1.00 0 
     
I can rely on my colleagues (n=15) 4.33 
(0.62) 
4.33 
(0.49) 
1.00 0 
     
I feel confident that my colleagues will 
support me (n=14) 
4.14 
(0.86) 
3.71 
(1.20) 
.05 0.41 
     
I feel this job satisfies my professional goals 
(n=13) 
 
4.15 
(0.90) 
3.92 
(1.38) 
.34 0.20 
I feel that I matter to those who work in the 
clinic (n=14) 
 
4.50 
(0.65) 
4.36 
(0.63) 
.50 0.22 
I feel this job gives me ample opportunities to 
learn (n=14) 
 
4.57 
(0.85) 
4.21 
(0.80) 
 
.10 0.44 
I feel close to others who work in the clinic 
(n=14) 
4.00 
(0.96) 
3.93 
(0.92) 
 
.81 0.07 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. n = number of respondents, M = 
mean, SD = standard deviation. *p < .05, two-tailed. 
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APPENDIX L 
PARTICIPANT INFORMATION SURVEY 
PT PROFESSIONAL CORE VALUES 
EVALUATION FINDINGS 
Pre Post 
Ma (SD) Ma (SD) p Cohen’s 
d 
PT Professional Core Values (N=16) 94.69 
(18.39) 
100.25 
(19.23) 
.09 0.30 
Assuming responsibility for learning and 
change (n=16) 
4.00 
(0.90) 
4.25 
(0.68) 
.30 0.31 
Communicating accurately to others 
(payers, patients/clients, other health 
care providers about professional 
actions) (n=16) 
4.31 
(0.74) 
4.56 
(0.51) 
.26 0.41 
Providing pro-bono services (n=12) 3.00 
(.953) 
3.17 
(.937) 
.55 0.18 
Providing physical therapy services to 
underserved and underrepresented 
populations (n=13) 
2.31 
(0.75) 
3.15 
(1.21) 
.04* 0.83 
Being an advocate for patient’s/client’s 
needs (n=15) 
4.20 
(0.86) 
4.47 
(0.64) 
.26 0.36 
Internalizing the importance of using 
multiple sources of evidence to 
support professional practice and 
decisions (n=14) 
3.57 
(0.85) 
4.14 
(0.77) 
.02* 0.70 
Participating in integrative and 
collaborative practice to promote high 
quality health and educational 
outcomes (n=12) 
3.83 
(1.19) 
4.00 
(.739) 
.64 0.17 
Demonstrating high levels of knowledge 
and skill in all aspects of the 
profession (n=15) 
4.20 
(1.08) 
4.20 
(0.68) 
1.00 0 
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 Pre Post  
 
 
 Ma (SD) Ma (SD) p Cohen’s 
d 
Using evidence consistently to support 
professional decisions (n=13) 
4.00 
(0.58) 
 
4.15 
(0.56) 
.50 0.26 
Pursuing new evidence to expand 
knowledge (n=15) 
 
3.93 
(.80) 
4.00 
(0.85) 
.72 0.09 
Engaging in acquisition of new knowledge 
throughout one’s professional career 
(n=16) 
 
4.19 
(0.66) 
4.19 
(0.66) 
 
1.00 0 
Sharing ones’ knowledge with others 
(n=16) 
 
4.13 
(0.62) 
4.25 
(0.68) 
.43 0.18 
Resolving dilemmas with respect to a 
consistent set of core values (n=16) 
 
4.00 
(0.89) 
4.13 
(0.62) 
.43 0.17 
Knowing one’s limitations and acting 
accordingly (n=16) 
 
4.13 
(0.72) 
4.25 
(0.58) 
.33 0.26 
Acting on the basis of professional values 
even when the results of the behavior 
may place oneself at risk (n=13) 
 
4.08 
(0.95) 
 
4.23 
(0.73) 
 
.55 0.18 
Involved in professional activities beyond 
the practice setting (n=14) 
 
3.71 
(0.91) 
3.86 
(0.77) 
.50 0.18 
Promoting the profession of physical 
therapy (n=15) 
 
4.53 
(0.74) 
4.53 
(0.64) 
1.00 0 
Mentoring others to realize their potential 
(n=14) 
 
3.86 
(1.03) 
4.00 
(0.88) 
.500 0.15 
Taking pride in one’s profession (n=15) 4.47 
(0.64) 
4.60 
(0.63) 
.43 0.20 
Advocating for the health and wellness 
needs of society including access to 
health care and physical therapy 
services (n=14) 
 
3.57 
(1.22) 
4.00 
(0.78) 
 
.14 0.42 
Promoting social policy that effect 
function, health, and wellness needs of 
patients/clients (n=12) 
3.00 
(1.76) 
 
3.67 
(1.50) 
.10 0.41 
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 Pre Post  
 
 
 Ma (SD) Ma (SD) p Cohen’s 
d 
Advocating for changes in laws, 
regulations, standards, and guidelines, 
that affect physical therapist service 
provision (n=14) 
 
2.07 
(1.14) 
2.79 
(1.37) 
.01* 0.57 
Promoting community volunteerism 
(n=14) 
3.36 
(1.08) 
3.64 
(.63) 
.21 0.32 
Participating in political activism (n=14) 1.71 
(1.14) 
2.21 
(1.19) 
.11 0.43 
Understanding of current community wide, 
nationwide and worldwide issues and 
how they impact society’s health and 
well-being and the delivery of physical 
therapy (n=15) 
 
3.40 
(0.74) 
3.47 
(0.74) 
.72 0.09 
Providing leadership in the community 
(n=15) 
 
3.00 
(0.76) 
3.40 
(0.83) 
.14 0.50 
Participating in collaborative relationships 
with other health practitioners and the 
public at large (n=13) 
 
3.46 
(0.88) 
3.92 
(0.76) 
.14 0.56 
Ensuring the blending of social justice and 
economic efficiency of services 
(n=14) 
 
2.86 
(1.03) 
3.14 
(1.56) 
.51 0.20 
Note. aThe response always received a score of 5; frequently received a score of 4; occasionally received a 
score of 3; rarely received a score of 2; and never received a score of 1. n = number of respondents, M = 
mean, SD = standard deviation. *p < .05, two-tailed. 
  
175 
APPENDIX M 
RLSQ EVALUATION FINDINGS 
Domaina Pre Post 
Mb 
(SD) 
Mb 
(SD) 
p Cohen’s 
d 
Overall Self Leadership Score 137.87 
(13.43) 
138.33 
(16.07
) 
.85 0.03 
Factor 1: Visualizing successful performance  20.27 
(2.99) 
20.07 
(4.10) 
.85 0.06 
I use my imagination to picture myself 
performing well on important tasks 
4.20 
(0.68) 
3.80 
(1.08) 
.21 0.44 
I visualize myself successfully performing a 
task before I do it 
3.87 
(1.13) 
4.00 
(.85) 
.58 0.13 
Sometimes I picture in my mind a successful 
performance before I actually do a task 
3.93 
(.80) 
4.20 
(1.08) 
.30 0.28 
I purposefully visualize myself overcoming 
the challenges I face 
4.00 
(1.00) 
3.93 
(1.28) 
.82 0.06 
I often mentally rehearse the way I plan to 
deal with a challenge before I actually 
face the challenge 
4.27 
(0.70) 
4.13 
(0.99) 
.64 0.16 
Factor 2: Self-goal setting 20.87 
(3.07) 
19.80 
(3.90) 
.23 0.04 
I establish specific goals for my own 
performance 
4.47 
(0.52) 
4.07 
(1.03) 
.08 0.49 
I consciously have goals in mind for my work 
efforts 
4.60 
(0.51) 
4.13 
(1.19) 
.17 0.51 
I work toward specific goals I have set for 
myself 
4.53 
(0.52) 
4.13 
(0.83) 
.14 0.58 
I think about the goals that I intend to achieve 
in the future 
4.33 
(0.90) 
4.40 
(0.74) 
.79 0.09 
I write specific goals for my own performance 2.93 
(1.67) 
3.07 
(1.44) 
.55 0.09 
Factor 3: Self-talk 12.47 
(2.62) 
11.87 
(3.34) 
.25 0.20 
Sometimes I find I’m talking to myself (out 
loud or in my head) to help me deal with 
difficult problems I face 
4.27 
(0.88) 
3.93 
(1.10) 
.06 0.34 
Sometimes I talk to myself (out loud or in my 
head) to work through difficult situations 
4.13 
(0.92) 
4.00 
(1.13) 
.50 0.13 
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Domaina Pre Post  
 
 
 Ma 
(SD) 
Ma 
(SD) 
P Cohen’s 
d 
When I’m in difficult situations I will 
sometimes talk to myself (out loud or in 
my head) to help me get through it 
 
4.07 
(0.88) 
3.93 
(1.16) 
.50 0.14 
Factor 4: Self-reward  9.67 
(3.52) 
11.40 
(3.56) 
.009* 0.49 
When I do an assignment especially well, I 
like to treat myself to some thing or 
activity I especially enjoy 
3.27 
(1.16) 
3.73 
(1.16) 
.029* 0.40 
When I do something well, I reward myself 
with a special event such as a good 
dinner, movie, shopping trip, etc. 
3.13 
(1.13) 
3.87 
(1.25) 
.003* 0.62 
When I have successfully completed a task, I 
often reward myself with something I 
like 
 
3.27 
(1.34) 
3.80 
(1.21) 
.027* 0.42 
Factor 5: Evaluating beliefs and 
assumptions  
14.47 
(3.76) 
15.00 
(3.23) 
.16 0.15 
 
I think about my own beliefs and 
assumptions whenever I encounter a 
difficult situation 
4.00 
(1.13) 
4.20 
(.76) 
.33 0.21 
I try to mentally evaluate the accuracy of my 
own beliefs about situations I am having 
problems with 
3.60 
(1.18) 
3.60 
(.83) 
1.00 0 
I openly articulate and evaluate my own 
assumptions when I have a disagreement 
with someone else 
3.13 
(0.92) 
3.33 
(1.11) 
.38 0.20 
I think about and evaluate the beliefs and 
assumptions I hold 
 
3.73 
(0.96) 
3.87 
(0.99) 
.43 0.14 
Factor 6: Self-punishment  15.14 
(4.00) 
15.00 
(4.66) 
.94 0.03 
I tend to get down on myself in my mind 
when I have performed poorly 
4.07 
(1.22) 
3.93 
(1.34) 
.62 0.11 
I tend to be tough on myself in my thinking 
when I have not done well on a task 
4.27 
(1.10) 
3.87 
(1.30) 
0.11 0.33 
I feel guilty when I perform a task poorly 3.93 
(1.03) 
3.80 
(1.21) 
.61 0.12 
I sometimes openly express displeasure with 
myself when I have not done well 
 
 
3.07 
(1.16) 
3.67 
(1.11) 
.08 0.53 
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Domaina Pre Post  
 
 
 Ma 
(SD) 
Ma 
(SD) 
p Cohen’s 
d 
Factor 7: Self-observation  16.47 
(1.60) 
16.27 
(1.79) 
.61 0.12 
I make a point to keep track of how well I’m 
doing at work (school) 
4.07 
(1.10) 
4.33 
(0.82) 
.10 0.003 
I am usually aware of how well I’m doing as I 
perform an activity 
3.80 
(0.68) 
3.73 
(0.88) 
.75 0.09 
I pay attention to how well I am doing in my 
work 
4.40 
(.63) 
4.27 
(0.46) 
.43 0.24 
I keep track of my progress on projects I’m 
working on 
 
4.20 
(0.68) 
3.93 
(1.03) 
.30 0.31 
Factor 8: Focusing on natural rewards   20.13 
(2.10) 
20.33 
(3.29) 
.79 0.07 
I focus my thinking on the pleasant rather 
than the unpleasant aspects of my job 
(school) activities 
3.67 
(.98) 
3.80 
(0.86) 
.33 0.14 
I try to surround myself with the objects and 
people that bring out my desirable 
behaviors 
4.27 
(0.46) 
4.13 
(0.83) 
.58 0.21 
When I have a choice, I try to do my work in 
ways that I enjoy rather than just trying to 
get it over with 
3.93 
(0.70) 
4.07 
(0.88) 
.50 0.18 
I seek out activities in my work that I enjoy 
doing 
4.13 
(0.64) 
4.13 
(0.74) 
1.00 0 
I find my own favorite way to get things done 
 
4.13 
(0.64) 
4.20 
(0.86) 
.82 0.09 
Factor 9: Self-cueing  8.20 
(2.04) 
8.33 
(1.92) 
.71 0.07 
I use written notes to remind myself of what I 
need to accomplish 
3.93 
(1.16) 
4.13 
(0.99) 
.27 0.19 
I use concrete reminders (e.g. notes and lists) 
to help me focus on the things I need to 
accomplish 
4.27 
(.96) 
4.20 
(.94) 
.75 0.07 
Note. an = 15. bThe response completely accurate received a score of 5; mostly accurate received a score of 
4; a little accurate received a score of 3; somewhat accurate received a score of 2; and not at all accurate 
received a score of 1. M = mean, SD = standard deviation. *p < .05, two-tailed. 
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